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In the human adult we speak of the standard 
or reproductive pattern of sexual performance 
marked by the following features: close phys- 
ical contact and climactic genital union of male 
and female; pleasure and welfare emotions 
(desire, joy, affection, love and pride); absence 
of pain and of emergency emotions (fear, rage, 
guilty fear and guilty rage) (12, 13). We view 
this pattern as the healthy form of sexual 
adaptation. 

Standard performance may be impaired by 
debilitating or incapacitating inhibitions; these 
are cases of impaired adaptation. In another 

.ss of cases a modified pattern takes the place 
of the standard pattern. From the point of 
view of motivation, the appearance of such 
modified patterns may be incidental, situa- 
tional or reparative. 

Incidental modifications are motivated by 
the desire for variation. The individual has 
adequate capacity and opportunity for stand- 
ard performance. 

Situational modifications occur in limiting 
conditions such as segregation or other lack of 
opportunity. When the situation changes, as a 
tule the individual reverts to the standard 
pattern. Incidental and situational modifica- 
tions show the elasticity of healthy sexual or- 
ganization. 

Reparative modifications are the more rigid 
consequence of a disordered ontogenetic de- 

1 Portions of this paper were presented in the panel 
discussion on “Sexual Perversions” at the Mid-Winter 
Meeting of the American Psychoanalytic Association, 
December, 1953. The entire paper was read before the 
Seventh Annual Institute in Psychiatry and Neurology, 
Veterans Administration Hospital, North Little Rock, 
Arkansas, February 24, 1955. 

2 Clinical Professor of Psychiatry, Director of the 
Psychoanalytic Clinic for Training and Research, 


College of Physicians and Surgeons, Columbia Uni- 
versity. 
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velopment of the sexual function. Incapable of 
standard performance, the individual depends 
for satisfaction on a modified pattern forced 
upon him by automatic processes of repair, 
working for the most part outside his range of 
consciousness. In our society such individuals 
are branded as offenders even if their sexual 
activity involves no damage and is carried out 
by mutual consent. These reparative modifi- 
cations are true psychiatric disorders, com- 
plicated by the patient’s justified fear of the 
consequences. We view them as deficient 
though more or less effective forms of sexual 
adaptation. 

Modified patterns of courtship and mating 
also occur in subhuman species under natural 
conditions. However, when opportunity arises, 
the animal reverts to the pattern characteristic 
of its type. It does not develop dependence ona 
modified pattern spontaneously. The persist- 
ence of deficient sexual adaptations appears to 
be peculiar to the human species. 

Recent advances in the biological and cul- 
tural sciences have considerably increased the 
value of the evolutionary point of view, recog- 
nized in psychoanalysis from the outset. Phylo- 
genetic, cultural and individual history, and 
genetics deal with different aspects and phases 
of the same evolutionary process. In the 
present paper an attempt will be made to 
trace the healthy, impaired and deficient 
forms of sexual adaptation to their biological 
and cultural origins, and to arrive at a unified 
evolutionary framework of meaning. 


EVOLUTION OF THE NERVOUS SYSTEM 
IN THE VERTEBRATES 


In the evolutionary line from fish to man, 
the successive forms have changed from life in 
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water to life on land, from the mass movement 
of swimming to standing and running, first on 
four feet, then on two. The latter transforma- 
tion has been followed by the emergence of 
manipulative skills, the use of tools, conceptual 
thinking, talking and writing. During this 
evolution, the nervous system has grown and 
new brain parts have appeared. More and 
more the forebrain has come to cover, over- 
shadow and dominate the nervous structures 
from which it has developed. In the words of 
C. Judson Herrick, the forebrain has evolved 
as a “synthetic apparatus of control” that inte- 
grates the activities of all the other parts of the 
nervous system and increases the animal’s 
capacity to modify its performance in the 
light of previous experience. Its ‘‘explosive” 
phylogenetic growth has made the forebrain 
the supremely distinctive organ of the human 
species (8). 


MAMMALIAN EVOLUTION OF THE 
SEXUAL PATTERN 


In recent decades a novel type of experi- 
mental work has been done on mammalian 
species ancestral to man, designed to explore, 
by the method of comparative analysis, the 
physiological organization of sexual behavior. 
Frank A. Beach has had the largest share in 
these investigations, fitting their results into a 
comprehensive theory and publishing a critical 
review of the literature (2, 3). 

Two lines of investigation were followed: 
one concerned with the central nervous mech- 
anism of courtship and mating; the other, with 
their hormonal control. In the course of mam- 
malian evolution, with the phylogenetic de- 
velopment of the brain, several changes have 
taken place in both. In the lower vertebrates 
the nervous machinery of courtship and mating 
is in its entirety innately organized. In the 
adult animal with no previous sexual expe- 
rience a simple set of stimuli suffices to bring 
into play a stereotyped and automatized 
operating pattern. Nor is there any margin for 
significant modification by experience. To this 
automatic nervous organization, one may 
fittingly apply Claude Bernard’s remark: 
“Nature thought it prudent to remove these 
important phenomena from the caprice of an 
ignorant will.” However, during mammalian 





Sandor Rado 


phylogenesis, this rigid innate nervous organi- 
zation has gradually broken down, and the 
pattern has become increasingly modifiable 
and dependent for its completion upon expe- 
rience. The sexually inexperienced adult male 
chimpanzee, when aroused, is unable to effect 
union with a receptive female without first 
undergoing ‘“‘a long period of practice and 
learning” (2). In our species, only a few dis- 
crete fragments of the total pattern have re. 
mained innate reflexes: erection, orgasm, and 
perhaps pelvic thrust. The rest of the pattern 
has to be learned. 

Gonadal secretions exert powerful and spe 
cific effects upon the patterns of courtship and 
mating in all mammalian forms. Their mode o/ 
action on the nervous system is imperfectly 
known. They seem to strengthen the effects 
produced by nervous mechanisms in a selective 
fashion, presumably depending upon the 
differential biochemical composition of the 
nervous structures involved. In any case, at 
lower evolutionary levels, sexual behavior is 
strictly controlled by gonadal hormones 
with the advancing phylogene 
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Evolutionary Basis of Sexual Adaptation 


THE STANDARD SEXUAL PATTERN 
OF CONTEMPORARY MAN 


Observation shows that the healthy human 
adult periodically enters upon a sexual motive 
state—a state of acute desire—that readies the 
organism for sexual performance. The goal 
desired is the climactic genital union of male 
and female. Extensive participation of extra- 
genital parts in this union shows that the sexual 
motive state transforms the entire organism 
into a single instrument of sexual expression 
and gratification. The motivation is thus 
preponderantly hedonic, often even to the 
complete exclusion of reproductive intent. 
Nonetheless the fact remains that orgasm is a 
reflex effect produced by the reproductive sys- 
tems; in both sexes, it is nature’s massive 
hedonic reward for insemination (15). The re- 
productive systems are the raison d’étre of the 
sexes; Orgasm serves the process of reproduc- 
tive integration that alone renders evolutionary 
differentiation into male and female _bio- 
logically effective. 

Beginning with its gross peripheral physiol- 
ogy, orgasm is a reflex response, evoked in both 
sexes by the reciprocal stimulation of genital 
union. It may be described as a cycle of peri- 
staltic contractions of genital (and adjacent) 
structures. In the male, its reproductive func- 
tion is to transport and eject the seminal fluid, 
and in the female, to facilitate this act of ejec- 
tion by the stimulative effect of active recep- 
tion. Less well understood is the complex 
psychodynamic organization that rests upon 
this peripheral physiology. Reciprocal stimu- 
lation leads to the accumulation of pleasurable 
tensions, and orgasm to their climactic release. 
The psychodynamic effectiveness of the entire 
mechanism depends upon quality and volume 
of the tensions accumulated and upon the 
completeness of their discharge. Both vary 
widely from individual to individual and at 
different times in the same individual. Pleasur- 
able tensions may be generated by stimulation 
of contact receptors and distance receptors, 
and through the activation of pleasant mem- 
ories and wishful expectations. Desire and love 
give rise to a stream of emotional tensions 
composed of many currents.’ The same is true 

3 The pair “in love” reactivates the child’s blissful 


reliance on loving parental care and blends it with 
mature sensual desire. The female becomes an idealized 
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of pride (12, 15). These welfare emotions in- 
crease the pleasurable tension and the value of 
its release. But an admixture of unpleasant 
tensions, stemming from inappropriate emer- 
gency emotions, is an unwelcome cultural 
complication of the standard pattern because 
their inhibitory action renders release incom- 
plete. 

In human life the climactic union of male 
and female is an overwhelming shared emo- 
tional experience. Apart from its reproductive 
function, it must be recognized as the masler- 
mechanism for the pleasurable accumulation and 
discharge of superabundant emotional tensions.‘ 
Evolution of the forebrain has increased the 
adaptive value of this emotional mechanism, 
an increase that reflects the extent to which 
our emotional life has risen—in differentia- 
tion, refinement and complexity—above that 
of our subhuman forebears. 

Of course, the genital union of male and fe- 
male may be completely unaffectionate, 
achieving no more than a rudimentary orgasm 
that relieves pressing but isolated sexual ten- 
sions and serves as an outlet for glandular 
secretions. 


CULTURAL EVOLUTION 


Retracing our steps, we shall now describe 
the cultural evolution of the sexual pattern. 

Through the ages our species has lived in 
societies that have handed down their achieve- 
ments and possessions from parent to off- 
spring in a continuous chain. Cumulative tra- 
dition is a cultural mechanism of inheritance, 
an external counterpart of the genic mechanism 
of inheritance. Some of the innate reflexes and 
automatized patterns of activity may be inter- 
preted as “‘built-in” centers of information and 
direction. Our cultural resources of learning— 
such as parents, teachers, libraries—are simi- 
lar centers established in the environment. In 
the evolution of the central nervous system 
certain lower-level functions have been in part 


version of the feeding mother; the male, of the pro- 
tecting father. By this magic, they may achieve the 
illusion of incestuous fulfillment in a state of impervious 
security. Their triumph makes them self-sufficient, 
oblivious to the rest of the world. 

‘The superabundance of tensions was pointed out 
by Sandor Ferenczi (5); subsequently, Franz Alexander 
(1) proposed to explain this fact by his concept of 
“surplus energy.” 
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encephalized, in part externalized, i.e., lifted 
to the societal level of the species. 

Once this stage of central nervous organi- 
zation has been attained, education becomes a 
biological necessity. Through the millenia, 
primitive societies have carried out sexual 
education of the young in a ritualized fashion. 
While such instruction has featured the evolu- 
tionary pattern of male-female pair, societies 
have also evolved normative codes imposing 
cultural restrictions upon the sexual activity 
of their members. Penalty of extinction com- 
pelled them to abide by the evolutionary 
pattern of the male-female pair; but why did 
they invent and perpetuate the system of 
normative codes? 

In dealing with this question, we must rely 
on the method of evolutionary extrapolation 
that aims at reconstructing ancient man’s 
thoughts, feelings, and doings on the patterns 
of motivation known to us from the study of 
contemporary human behavior. 

Let me begin with the psychodynamic prop- 
osition that a society is an organized group 
held together by the forces and mechanisms of 
competitive cooperation. Group organization is 
always hierarchical, marked by relationships of 
dominance and subordination, centralized 
control and local independence. These hier- 
archical relationships change from time to 
time in a perennial contest of supremacy fought 
with a combination of forces: emotional, intel- 
lectual, spiritual, muscular, and material (16).5 

Ac the dawn of civilization—presumably 
some hundred thousand years ago—contests of 
supremacy may have been decided by the 
muscular strength of emotionally aroused men. 
Aside from Darwin’s observation on the life of 
higher apes, this assumption may have in- 
spired Freud’s (7) brilliant hypothesis that in 


5 Competition is adaptive only to the extent to 
which it improves cooperation; ruthless competition 
tends to destroy the group. In general, the more a 
group organization respects the individual’s dignity as 
a human being, the greater its chances for survival and 
heathy growth. Members of a group may have three 
kinds of emotional relationship to one another: con- 
temptuous hate, indifference, and affectionate respect. 
The first is self-liquidating, the second inadequate; 
the biological optimum for creative cooperation may 
be achieved only by the third. Intuitive recognition of 
this biological fact—variously formulated as the golden 
rule of conduct, the categorical imperative, the doctrine 
of brotherly love or the humanistic ideal of peaceful 
cooperation—is the basis upon which the great ethical 
systems of mankind have been built (16). 
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primeval human groups the strongest male 
monopolized every female in his reach.® His 
boundless jealousy—desire for exclusive pos- 
session—his drunken pride of self-importance 
and his fists led to the establishment of the 
first sexual taboos, and with them to the cul- 
tural institution of sexual laws and mores. 

In the course of time, sexual behavior be- 
came enmeshed in a network of rivalries. To 
the struggle between fathers and sons were 
added the fight of sons with one another; the 
female’s battle with the male, her scheming for 
sexual self-determination and privilege; the 
conflict of mothers and daughters and of 
daughters with one another, etc. From the 
integration of sexual desire with the need for 
food, shelter, protection and parental care of 
the young emerged the institutions of tribe, 
household, family and the diverse marital 
orders of polygyny, polyandry and monogamy. 

The emotional dynamics of polygyny and 
polyandry has been profoundly influenced by 
abundance or scarcity of food, exposure to 
attack or safety of geographical isolation, 
relative wealth or poverty, making it desirable 
if not imperative to increase, or on the other 
hand to limit, the size of population (9). These 
marital systems brought new sexual prohibi- 
tions and restrictions, but at the same time also 
growing foresight, wisdom and readiness for 
compromise. Comparative historical study of 
the three marital systems lies beyond our 
present purpose; it suffices to say that in 
Western civilization monogamy has prevailed. 
Monogamous marriage is a partnership based 
on the idea of non-competitive cooperation 
with one another. 

Primitive societies excel in accepting the 
emotional nature of Man and making pro- 
visions for it. They reinforce the stability of the 
established order by a periodic relaxation of 
their sexual taboos in the excesses of religious 
feasts. Similarly, Western civilization has 
safeguarded the institution of monogamy by 
substituting éacit relaxations for the ritualized 
ones. 

In contemporary societies the sexual laws 
and mores derive from the same dynamics of 
competitive cooperation as they have done 

® Congratulated on this achievement Freud re- 
marked: “TI should like to see it in the cinema.” He did 


not live to see Walt Disney’s documentary film, Seal 
Island. 
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Evolutionary Basis of Sexual Adaptation 


since time immemorial. The weapons used 
range from tradition to reason, from cunning to 
guns. 


ONTOGENETIC DEVELOPMENT: THE 
CAMPAIGN OF DETERRENCE 

Our cultural tradition requires that children 
be reared for a monogamous life mitigated by 
the tacit relaxation known as the double 
standard. Though since World War I the 
emancipation of women has ushered in an era 
of spreading enlightenment and change, the 
influence of tradition is still overwhelmingly 
strong. 

How does traditional education seek to 
achieve its goal? It first keeps children ignorant 
of sexual matters. Later, it seeks to deter them 
from sexual activity and interests. The open 
tactical measures employed in this long drawn- 
out campaign of deterrence derive from a 
hidden strategical plan that abounds with 
historical (if not prehistorical) connotations. 
By far exceeding the intent of the incest taboos 
of society, this plan makes the sexual act 
appear as an act of violence perpetrated by the 
male upon the reluctant or foolishly consenting 
female. It may be denounced as a sin or some- 
thing that a nice child should not even think of 
doing. The threat of severe and inescapable 
punishment is extended to genital self-stimu- 
lation with its attendant imagery of sexual 
union. The boy is threatened with punitive 
removal of his offending organ or sinning hand, 
or with some dreadful disease in consequence 
of his evil doing. If caught in sexual play with a 
girl, he is warned that he will inflict fateful 
damage on her, leading to merciless retaliation. 
And she is warned that such contact with a boy 
will destroy her anatomic and emotional in- 
tegrity and social standing. This indoctrina- 
tion is reinforced by the chance observation of 
parental intercourse and its misconception as 
an act of violence; and by the discovery that 
sexual activity causes bleeding (menstruation, 
defloration, birth). As a consequence, the boy 
comes to believe that the female organ is an 
open wound, resulting from the violent re- 
moval—cutting off or tearing out—of the 
missing penis; the girl comes to believe that 
the male organ is a destructive weapon. Nat- 
urally, each is also influenced by the other’s 
misconceptions. 

To this campaign of deterrence boys and 
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girls respond with diverse fears of sexual degra- 
dation culminating uniformly in both sexes in a 
fear of penetration. At the same time, the brutal 
interference with their sexual desires unleashes 
in them defiant rage against the disciplinary 
authorities—above all the mother—soon to be 
repressed by their fear of parental punishment 
and need for loving parental care. The resulting 
dynamic formation of prevailing fear over 
repressed yet overflowing rage is unstable; the 
overflowing portion of rage must be retroflexed 
and vented in self-reproaches that transform 
the prevailing sexual fears into guilty sexual 
fears (12, 14). In its entirety, in both sexes, the 
child’s emergency response is composed of fear, 
guilty fear, distrust, suspicion and resentment 
of the mother (disciplinary authorities), of the 
opposite organ, and eventually of the opposite 
sex. Instead of helping the child to evolve a 
biologically and culturally healthful pattern, 
the agencies of society spoil the welfare con- 
text of sexual union by injecting into it the idea 
of violence and the corresponding emergency 
emotions. 

Historically, the need to place violence in 
the center of sexual education and thus turn it 
into a campaign of deterrence may have origi- 
nated with women. In the perennial battle of 
the sexes, women may have invented this stra- 
tegic though self-defeating scheme in order to 
avenge their sexual servitude; the men who 
ruled them may have consented because it 
has obviously strengthened their own jealously 
guarded prerogatives. 


THE OvuTCOME: HEALTHY, IMPAIRED AND 
DEFICIENT SEXUAL ADAPTATION 


As a rule, primitive societies elevate the 
young to sexually full-fledged members of the 
community by the initiation rites of puberty. 
In modern societies, traditional education 
seeks to continue the child’s early anti-sexual 
adaptation throughout puberty and adoles- 
cence. Then this infantile adaptation is ex- 
pected to transform itself into a sexually 
mature adaptation to the conditions of adult 
existence. 

In fact, traditional sexual education results 
in the three forms of sexual adaptation briefly 
defined in the opening section of this paper. We 
are now prepared to examine them in greater 
detail. 


One part of the population achieves a more 
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or less healthy sexual adaptation—if not in the 
beginning, then after marriage. In this event, 
the early violence conception and the corre- 
sponding emergency emotions are repressed 
and reduced to rudiments. 

In the second part of the population sexual 
adaptation is impaired by open inhibitions of 
varying severity, which may debilitate desire, 
performance, love and marriage. The patient 
may suffer from lack of desire, failure of erec- 
tion, faltering or rushed performance, and— 
particularly the female—from failure of sen- 
sation or climax. Though not always aware of 
it, the patient suffers profound humiliation 
from his inadequacy. These disorders are 
traceable to the persistence or recrudescence 
in the adult of the sexual fears and resentments 
of childhood, now overlaid by an array of more 
or less realistic worries, apprehensions and 
grudges. Characteristically exaggerating the 
sexual laws and mores, the patient lives in 
constant dread of violating them. The dis- 
torted outlook of childhood may include faulty 
marital expectations which, persisting into 
adulthood, destroy the cooperative relation- 
ship essential to marriage, producing such dis- 
ruptive consequences as irrational jealousy, 
intra-marital competition and struggle for 
dominance or, on the other hand, compensa- 
tory over-dependence modeled on the infant’s 
alimentary pattern. Sexual impairment of both 
spouses brings a vicious circle into play. 

The hidden pathogenic factors directly 
responsible for the inhibitions, and less directly 
for the other symptoms, are the same in both 
sexes: the old guilty fears of penetration and 
the old resentments of the opposite organ and 
the opposite sex. The powerful persistence of 
these infantile responses is an unsolved prob- 
lem. As we have seen, the healthy child “‘out- 
grows” them; their tenacity in the others may 
be due to the innate strength of fear and rage or 
to the harshness of parental discipline. Also, 
there may be present some innate weakness in 
the organization of pleasure, love and the 
orgasm reflex that increases their vulnerability 
to the impact of emergency emotions of ex- 
cessive strength (12, 14). 

The third part of the population emerges 
from ontogenetic development with deficient 
although more or less effective sexual adapta- 
tion. The pattern of standard performance is 


both undeveloped and inhibited. To obtain 
satisfaction, the patient must abide by a modi- 
fied pattern forced upon him by automatic 
processes of repair. Under our present laws 
these reparative patterns bring the patient into 
conflict with society. This fact gives rise to 
further compensatory developments aimed at 
assuaging his social fears. Here we shall con- 
sider these reparative patterns under three 
headings: reparative organ replacement and 
organ avoidance; sexual pain-dependence; 
reparative formation of homogeneous pairs. 


REPARATIVE ORGAN REPLACEMENT AND 
ORGAN AVOIDANCE 


In a group of reparative patterns the dreaded 
and resented genital organ of the opposite sex 
is either replaced by other body parts or, by 
means of still other arrangements, avoided 
altogether. The extreme form of avoidance is 
replacement of the human mate. The repara- 
tive processes often evolve these patterns by 
reverting to a mode of arousal discovered and 
successfully used during the early period of 
growth. The organism’s innate sensory suscep- 
tibilities to sexual arousal have a spectacular 
compass; depending upon the circumstances, 
almost any person, animal, object or activity 
may come to play the part of an effective 
stimulant. Due to anatomic variation, a body 
part may have a richer nerve supply; its 
stronger pleasure response to stimulation may 
then establish a site of preference. 


SEXUAL PAIN-DEPENDENCE 


Modeled on the violence conception of the 
sexual act, the pain-dependent patterns are 
triggered by a mechanism of preliminary 
riddance, interpreted as advance punishment 
(12). Standard performance is inhibited by the 
patient’s guilty fear of inescapable punishment. 
To free himself from the crippling inhibition, 
he undergoes beforehand the dreaded punish- 
ment by inviting humiliating treatment from 
the mate. Or, in an outburst of repressed yet 
overflowing rage, he inflicts on the mate the 
punishment he dreads, sharing vicariously the 
latter’s suffering. The response of sexual climax 
is made possible by these mechanisms of pre- 
liminary riddance from fear through advance 
punishment. 

The forms of sexual pain-dependence fall 
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Evolutionary Basis of Sexual Adaptation 


into three groups: criminal, dramatized and 
hidden. 

In the criminal forms, pain-dependence 
precipitates what amounts to a savage execu- 
iion of the violence conception of the sexual 
act. Lust-murderers—some twenty of them— 
examined for the German courts by the late 
Johannes Lange, were without exception 
incapable of standard performance, reaching 
<exual climax through the act of violence (10). 
The prototype of the criminal form of sexual 
pain-dependence is rape. 

The dramatized forms of sexual pain-depen- 
dence first came to public attention through 
the literary output of the Marquis de Sade 
(1740-1814) and von Sacher-Masoch (1835- 
95). In these forms two consenting mates 
enact, short of severe pain and serious physical 
injury, a dramatized version of the violence 
conception of the sexual act. Both forms—the 
fear-ridden and the enraged—are staged per- 
formances. The daydreams attendant upon 
pain-dependent genital self-stimulation often 
draw their material from literary sources. 

The hidden forms of sexual pain-dependence 
are extremely common. They are revealed in a 
large variety of clinical manifestations: quar- 
relling as a prelude to a truly happy embrace; 
lack of sensation or climax due to an uncon- 
scious desire to be raped, betrayed by a cor- 
responding conscious dread of rape; use of the 
self-tortures of irrational jealousy as an aphro- 
disiac; surprise orgasm elicited by latent or 
open fear in the absence of sexual desire, etc. 


REPARATIVE FORMATION OF 
HoMOGENEOUS PAIRS 


The campaign of deterrence causes the 
female to view the male organ as a destructive 
weapon; and the male to see in the “mutilated” 
female organ a reminder of inescapable pun- 
ishment. Fear and resentment of the opposite 
organ, though unrecognized, may be so insur- 
mountable that the individual escapes from the 
male-female pair into a homogeneous pair. 
Male pairs are based on the reassuring pres- 
ence, and female pairs on the reassuring 
absence, of the male organ. However, the 
crucial facts are that in male pairs one male 
impersonates a female, and in female pairs one 
female impersonates a male; they pretend to be 
a male-female pair. The anal mount practiced 
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by male pairs openly imitates the pattern of 
male-female union; the phallic artifices used by 
female pairs serve the same purpose. Homo- 
geneous pairs satisfy their repudiated yet 
irresistible male-female desire by means of 
shared illusions and actual approximations 
(12). One sees now the true significance of 
Freud’s momentous discovery that in child- 
hood these individuals were closely attached to 
persons of the opposite sex and had strong 
sexual desires for them (6). 

The male’s sexual desire for a male—and the 
female’s for a female—are blinds that enable 
them to represent their sexual defeat as a 
triumph of sexual self-realization. This revised 
motivational analysis of so-called ‘‘homosexu- 
ality” should not come as a surprise. The 
anatomy of the sexes outlines the evolutionary 
pattern of male-female pairs; and the cultural 
institution of marriage ingrains the same pat- 
tern in every human being since early child- 
hood. No force, save for schizophrenic dis- 
organization, can break its strength. If driven 
underground, the male-female desire achieves 
imaginary fulfillment through homogeneous 
pairs, despite the fact that such pairs are 
formed in forced avoidance of the opposite sex. 
Such “return of the repressed,” by way of the 
very bulwark erected against it, is one of the 
best known Freudian mechanisms. 

In societies that prohibit the formation of 
homogeneous sexual pairs, the individual de- 
pendent for gratification on this pattern lives 
in constant dread of detection and punishment. 
To restore his equilibrium he often clings to 
the myth that he belongs to a third sex, su- 
perior to the rest of mankind. 

For emotional security, homogeneous pairs, 
like male-female pairs, tend to fall back on the 
resources of the system of infantile dependence. 
Chiefly alimentary in its motivation, this 
mutual dependence is patterned on the mother- 
child (by substitution: father-child) _rela- 
tionship (4). 

Dependence on the formation of homoge- 
neous sexual pairs is a deficient adaptation 
evolved by the organism in response to its own 
emergency overreaction to the ‘‘campaign of 
deterrence.” Since the 1880’s, so-called ‘‘homo- 
sexuality” and “heterosexuality” have been 
interpreted as manifestations of a supposed 
“general constitutional bisexuality.’’ How- 
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ever, the latter concept proved to be an un- 
warranted biological generalization. It is true 
that in certain lower species, as for instance in 
earthworms, each individual has a complete 
male and female sexual apparatus and uses 
both of them effectively for reproduction. But 
in human anatomy the two reproductive sys- 
tems are mutually exclusive; the functional 
pattern of the sexually mature human indi- 
vidual bears no significant causal relation to 
the zygote’s bipotentiality of embryologic 
differentiation (11, 12). A human being is 
either a male or a female, or, due to a failure of 
embryonic differentiation, is anatomically 
deformed. It is common knowledge that these 
malformed individuals are possessed by the 
desire to be of but one sex. 

The unified conceptual scheme here outlined 
may be applied to problems of evolutionary 
adaptation in other behavior areas. 
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PERCEPTION OF SIMULTANEOUS TACTILE STIMULI IN 
EMOTIONALLY DISTURBED CHILDREN AND ITS RELATION 
TO THEIR BODY IMAGE CONCEPT 


MARGARET OWEN, M.D.' 


Fink and Bender (6) have described the per- 
ception of simultaneous tactile stimuli in 
normal children. They found an order of dom- 
inance of perception of body parts: Face- 
shoulder-trunk-thigh-foot-hand. In a later 
paper (1) Bender, Green and Fink found that 
in the order of dominance of perception the 
genital region was second only to the face in 
normal children. In another paper Robert 
Cohn (5) has postulated a relationship between 
the pattern of perception of tactile stimuli and 
the child’s body image concept as indicated in 
drawings. Cohn’s experience has indicated con- 
sistently a rostral dominance of perception 
which he feels is correlated with the known de- 
velopment of children’s human figure drawings 
from a stage where only the head is drawn to a 
more complete representation of the body. 

The purpose of the present study was to 
determine: 1) What is the pattern of percep- 
tion of double simultaneous cutaneous stimu- 
lation in emotionally disturbed children? 2) If 
the double simultaneous stimulation test 
(hereafter referred to as the DSS test) can be 
used as an indicator of a child’s body image 
problems. 


THEORETICAL CONSIDERATIONS 


In this paper, by “body image” is meant 
not only ‘“‘a visual, mental or memory image”’ 
of one’s body (10) but a sense of that body 
functioning in relationship to the bodies of 
others (9). The interpretation of human figure 
drawings and story compositions as well as 
psychiatric interviews together with the his- 
tory of a patient are accepted methods of con- 
structing a concept of a patient’s body image. 
If the responses obtained on the DSS test are 
related to body image, then the responses 
should have some relationship to projective 
and clinical data already accepted as indica- 
tive of the body image. Thus if such clinical 
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and projective data are aligned with DSS re- 
sponses, if DSS responses have anything to do 
with body image, it would be expected that 
where there is a distorted body image, there 
might be errors in the DSS responses related 
to the distortion. Evidently, if a child gives a 
perfectly correct series of responses on the DSS 
test it is not fair to conclude that DSS re- 
sponses have no relationship to body image. 
However, if a child does have a body-image dis- 
turbance, and does make errors on the DSS 
test, then if the two kinds of data are related 
it is reasonable to expect that the nature of the 
DSS response error could be related to the 
known nature of the body-image disturbance. 

Each piece of data must be interpreted in its 
own nature. It is not reasonable to carry over 
the same kind of interpretation from one set of 
data to another. For example, in the case of 
children deprived of affection and reacting to 
this with anger which they try to control, 
drawings of a certain kind are often found: The 
arms are either left off or the hands put behind 
the back. In the kind of correlation sought in 
the DSS errors, extinction or displacement of 
the hands might be thought of as the equiva- 
lent expression of repressed anger. However, 
in view of the fact that all authors agree that 
on DSS tests subjects report many areas more 
consistently than the hand, this normal “dis- 
regard” for the hand in DSS responses must be 
considered in any interpretation of DSS data. 

In summary: The neurological pathway for 
DSS responses is unknown. A theoretical basis 
for interpreting DSS data in terms of body 
image is not explicit and must be speculative. 
In such speculation it is not reasonable to carry 
over the theoretical bases of interpretation 
from one set of data to another. It was hoped 
that the methods described below would ob- 
viate these sources of error. 


MATERIAL AND METHOD 


Eleven emotionally disturbed children of six 
years and under were examined. Three were 
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TABLE 1.—SEQUENCE OF ADMINISTRATION OF DSS TEstT 








Right-Left Hand- Cheek- | Cheek- | Abdomen-| Abdomen-} Shoulder- | Shoulder-| Genital- | Genital- 
Foot Hand Foot Foot | Hand Foot Hand Hand Foot 
= 
Ms css ecc stasis 6S) aisi4-t 1 4 7 10 44 29 27 24 13 
MERE oe ietapes eres sissies 16 18 20 22 45 28 25 14 30 
ETE OE Re Ge 40 2 5 8 11 26 38 31 32 
ec ere 41 17 19 21 23 39 15 33 35 
| TERRA 42 43 3 | 6 | 9 12 34 36 37 


























outpatients; the rest were patients in the nurs- 
ery of the Children’s Psychiatric Ward of 
Bellevue Hospital. All of the children were of 
at least average intelligence; a few were of very 
superior intelligence. All the children had had 
complete physical examinations including 
neurological examinations. As a part of ward 
and clinic routine, all of the children had had 
diagnostic evaluations by a psychologist with 
Rorschachs and other projective tests admin- 
istered in most cases. 

Each of these children was tested for percep- 
tion of touch on double simultaneous stimula- 
tion by the method described by Fink and 
Bender (6). The tests were administered in the 
same order (table 1), an order selected because 
it ruled out learning by repetition of part. Each 
child was given ten trials. Because of the na- 
ture of their emotional disturbances, many of 
these patients were difficult to contact and to 
engage in testing. To achieve this, repeated 
contacts were necessary by which time the ex- 
aminer knew the patient in many facets other 
than the neurological. The child was asked to 
close his eyes and “After I touch you, you 
touch where I touched.” If the child was able 
to speak easily, he was asked to ‘“Tell me where 
I touched you”’ as well as or instead of touch- 
ing the part. This was found to be particularly 
useful with regard to the child’s genitals, which 
he usually did not want to touch. Often he 
could not find a name for his genitals and in 
some cases a shamefaced smile, a giggle or a 
firm ‘“‘no” or “bad” represented recognizable 
identification of the genitals. The data shown 
on tables 2 to 4 represent the results on the 
final trials after the learning process was com- 
pleted. It can be seen that some children had 
more “chances” than others. In all cases the 
difference represents the omission of chances 
at identifying genitals and abdomen in children 
who on previous trials had demonstrated se- 
vere anxiety with regard to the touching of the 


genitals. When only emotional conflict o- 
shame was noted the examiner continued t:: 
include these body parts in the test, but wher: 
severe anxiety was noted in one or two trial. 
the parts were eliminated from the later tests 
because it was felt that the information tha 
might be obtained did not warrant possibl 
emotional trauma to already disturbed 
children. However, it is interesting to note 
that the majority of these children showed 
this severe reaction and that, after manifest- 
ing anxiety reactions related to the touching of 
the genitals, similar reactions were noted to 
touching of the abdomen—a new reaction that 
had not been there before—and that it did not 
occur with parts other than the abdomen. It 
might be said that the anxiety “spread” from 
the genitals to the abdomen. It might be in- 
ferred that the abdomen was invested with a 
libidinal value that it had not had before the 
genitals were touched. 

In Fink and Bender’s cases, the test was 
presented as a game. In this series, because the 
children were in a hospital and knew very well 
that the examiner was a doctor, the tests were 
presented as such. However, most of the chil- 
dren sooner or later wanted to make a game of 
it and the frequency with which the child 
wanted to repeat the test with other children 
or with the examiner is regarded as an jndica- 
tion of the social nature of the body image 
concept. 

After completion of DSS tests the child was 
asked to draw a picture of a person and make 
up a story about that person. Also noted were 
spontaneous drawings, play and stories, par- 
ticularly as they related to the child’s body 
image. 

In each case, taking into account all the data 
exclusive of DSS responses, a construction of 
the child’s body image was made. The follow- 
ing data were tabulated: Chronological age, 
clinical diagnosis, description of drawings and 
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Simultaneous Tactile Stimuli 


stories, physical findings, DSS data. An at- 
tempt was made to correlate DSS data to the 
body-image construction and to any of the data 
upon which the construction had been built. 


FINDINGS 


i. Pattern of Perception of Double Simultaneous 
Stimulation in Emotionally 
Disturbed Children 


DSS data were collected first (tables 2 and 
3). The cases were tabulated in order of num- 
ber of errors since, as has been indicated, it is 
only in those cases where errors were made 
that any correlation can be made to body im- 
age. The first six children show 50 per cent or 
more errors after 10 trials. Displacement errors 
were most frequent. Table 3 is a breakdown of 
the kinds of displacement errors made. In ad- 
ministering the tests it was noted that the 
children with the highest number of errors 
were also those who made the most errors on 
each trial, were the slowest to “‘catch on” to 
the idea of the test situation despite good intel- 
ligence, and were the same ones who showed an 
unusual degree of symmetry, perseveration and 
denial of laterality on their protocols. One 
third of all the answers were errors and of these 
errors, 75 per cent were displacement and 25 
per cent were extinction. This is a reversal of 
the predominance of error type found by Fink 
and Bender in normal children; they found 
that extinction accounted for 62 per cent of 
errors and displacement for 31 per cent of 
errors. 

Conclusions. 1) In this series of cases the 
order of dominance described by M. B. Bender 
was found rather than that of consistent ros- 
tral dominance as described by R. Cohn. 2) 
Observations were made on the differences 
between these children and the normal chil- 
dren examined by Fink and Bender. The pos- 
sible meaning of these observations will be 
discussed in Part 3 of this paper. 


2. Attempts to Correlate Data with Body-Image 
Problems of These Children 


a) Body Image as Constructed from Drawings, 
Stories and Interviews. These brief case sum- 
maries are presented in the same order as seen 
in table 3, that is, beginning with the child 
having the most errors on DSS tests and end- 
ing with the child having the fewest errors. 
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TABLE 2.—CLaAssIFICATION OF ERRORS IN 
Responses TO DSS TEst 
aa. om 
Patient | — | lace | ¢ wilh Chances 
| a 5 32 8 43 
2 ERE Sit reeanne 3 28 0 37 
B. ®...... 1 | 16 7 27 
=: 3s | 2 32 
5 ee 3 12 2 37 
SG nee eee 11 4 2 32 
a zs 1 3 2 30 
Nas ee rae o | ® 2 37 
LSE eae ear near! 1 | 0 2 32 
Se... 0 | O 2 37 
RS SER ere are Oe: 0 0 0 37 
Totals...............| 29 | 107 | 29 | 381 








1. L. K. was admitted to the ward because of tem- 
per outbursts. He was a severely anxious and ambiva- 
lent child who alternately clung to the examiner, beg- 
ging her to stay, and slapped at her in a frightened way. 
The ward diagnosis was childhood schizophrenia. Tests 
were repeated a number of times before it was possible 
to get one done in complete sequence. Other times L. K. 
would walk away in the middle of a test or he would 
become mute and stare into space, unresponsive. He 
refused to draw the human figure. He wrote his name 
in a shaky way with many reversals of letter and drew 
an intricate structure of three houses within houses 
which he labeled a “rocking horse” (fig. 1). He seemed 
unable to make up a story or tell any of his dreams. His 
conversation was limited to pleading for bread and but- 
ter sandwiches and the examiner’s company and reiter- 
ation of his name. 


2. R. H. was a 5!4-year-old boy admitted to the 
ward because of temper outbursts and allegedly un- 
provoked aggressiveness at home. The ward diagnosis 
was neurotic behavior disorder. He was a friendly, alert 
child of good intelligence. He made a good relationship 
with the examiner and enjoyed play and telling stories. 
R. H.’s drawings were the amorphous, amoeba-like 
head commonly drawn by much younger children. The 
extremities protruded from the head. There was no 
body. The mouth had many teeth. He made two nearly 
identical drawings, calling one ‘a good man” and the 
other “a punching bag.” Both figures represented him- 
self as a year or two older, and each represented oppos- 
ing moral aspects of his fighting others as he developed 
this theme in his stories. 


3. B. R. was a 34-year-old girl who had been 
treated for one year in the mental hygiene clinic in in- 
dividual and group sessions because of assaultiveness, 
self-destructive actions, negativism and screaming epi- 
sodes. She was a schizophrenic child with strong com- 
pulsive defenses and evident sadism directed to her 
mother. The mother was a narcissistic woman who did 
not want the child but felt compelled to treat B. R. 
with restrained formal “kindness.” B. R. responded to 
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TABLE 3.—DIsPLACEMENT ERRORS 















































Patient in Stimulus Perception Kind of Error Remarks 
Wes ostene:s c.cctcosersiss 32 RH-RF RH-LH P+L Symmetry 
RC-RH RC-L chin P+L Displacement to midline 
structure 
LC-LH RH-LH P+L Symmetry 
LC-LF LC-RC P+L Symmetry 
RH-LF RH-RC P+tL 
RC-LH Both cheeks-LH P+L 
RH-RF RH-LC P+L 
RC-RH RH-LH P+L Symmetry 
RC-RF RC-LC P+L Symmetry 
LH-LF LH-RH P+L Symmetry 
LC-LF LC-RC P+L Symmetry 
RC-LH RC-left forehead P Displacement to midlin« 
structure 
RS-LF RS-LH P 
LC-RH LC-RC P Symmetry 
RS-RF RS-table P+L Exosomasthesia 
LC-LH LH-LF P 
RC-LF LC-LF L 
RS-RF LS-RF L 
LH-LF LH-RF L 
RC-LF LC-LF L 
R. 2... 28 RH-LF RH-LC ? 
RC-LH RC-LC Symmetry 
. RC-LF RC-RC P+L Perseveration ? 
RA-LF RA-LH P 
RA-LH RA-RC P+L 
RSh-LF RSh-LSh P Symmetry 
RSh-LH RSh-LC ? 
Gen-F Gen-C , 
Gen-H Gen-C g 
LH-RF LH-RH r Symmetry 
LC-RH LC-RC P Symmetry 
LC-RF LC-RC a Symmetry 
LA-RH LA-R eye P 
LSh-RF LSh-RSh P Symmetry 
LSh-RH LSh-RF ig 
RH-RF RH-LH iy Symmetry 
RC-RF RC-RA P 
RA-RH RA-RF iy 
RSh-RF RSh-RSh 3 Perseveration ? 
LC-LH LC-LF P 
LA-LH LA-RF P+L 
LSh-LH LSh-LF P 
RA-LH RA-LF P 
RSh-LF RSh-L chest P 
RSh-LH RSh-LF ly 
|__ SROaS aaerareae 16 RH-LF Nose-LF P+L Denial of laterality; dis- 
placement to midline 
structure 
RC-LH RC-LF Pp 
RSh-LF RSh-LSh P | Symmetry 
LH-RF LH-RH P | 
LC-RH LC-RC lg | Symmetry 
LC-RF LC-RC P | Symmetry 
RH-RF RC-LF P+L | 
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TABLE 3—Continued 




















Patient sa Stimulus Perception Kind of Error Remarks 
B. R.—Contlinued RC-RH RC-both feet P+L Denial of laterality 
né LSh-LF LSh-RSh P+L Symmetry 
RH-LF RH-nose P+L Displacement to midline 
structure 
RSh-LF RSh-LSh P Symmetry 
Bere aiscnaie cca 14 RC-LH RC-RH L 
RS-LF Left shirt P+L Exosomasthesia 
RS-LH RS-foot P+L Denial of laterality 
LA-RH LA-desk P+L Exosomasthesia; denial of 
laterality 
LS-RH LS-hand L Denial of laterality 
inc } RA-RH RA-RF > 
RS-RH RS-RF P 
RH-LF RF-LF P 
RC-LF RC-knee P 
RA-LH RA-LF ? 
RS-LF LS-RF L Reversal of laterality 
Becca) ee RA-LH RA-LF 4 
RSh-LH RSh-RSh P+L Perseveration 
LC-RF | LC-LF L 
a LA-RF LA-LF L 
LA-RH LA-LF P+L 
RH-RF RH-LF L 
RC-RH RC-LF P+L 
RC-RF RC-LF L 
RA-RF RA-LF L 
MPEP recs cis ciciereipes 4 RH-LF RH-R thigh P+L 
RC-LH RC-RH L 
RC-LF RC-RF L 
__, Lae 1 LC-RF LC-RH P 


dis- 
dline 





























the mother’s thinly disguised rejection and tormented 
her ferociously. In exasperation the mother assaulted 
the child verbally and physically. The child responded 
by spells of screaming, spinning like a top, jumping 
from high places, assaulting other children and other 
disturbing behavior. Treatment of mother and child 
has resulted in remarkable improvement in both. B. R. 
remains compulsively ‘Touch me not” about her feet 
and hair. She is excessively modest and ritualistic about 
dressing, bathing, manicuring and about excretory 
functions. B. R.’s drawings of herself were scribbles, 
unrecognizable as resembling the human form. She 
made a series of similar scribbles identified as various 
members of her family. She appreciated good form in 
others’ drawings and was jealous of it. She would point 
to lines and identify them as parts they did not remotely 
resemble. It might be said that her verbal identifica- 
tions involved projection and confabulation. Her 
stories were about bad mothers who were punished by 
babies who suddenly grew like expanding balloons and 
hit their mothers for their badness. 


4. B. H. was a 4-year-old boy admitted to the ward 
because he was unmanageable in a foster home where 


he teased, was over-active and had temper tantrums. 
He was an over-active, playful, alert child who made 
good contact. He was a good mimic, a tease with a sense 
of humor of the practical-joker variety. He reiterated 
his name but “‘teased”’ about his identity, stating some- 
times he was the examiner and sometimes detailing how 
his feet were on the ceiling, his head a part of the table 
and how a special communion existed between himself 
and a mural of a colored child in the examining space. 
(B. H. was one of two colored children in the nursery, 
but he was light-skinned.) B. H. had an introjected 
body and auditory hallucinations as well as the above 
described diffusion of body image. B. H.’s drawings 
were of the ameboid type but body parts and clothing 
were included within the confines of an egg-shaped 
mass. Eyes, stomach, buttons, hat and feet were en- 
closed within a circle and the entire form was labeled 
“Snowman.” B. H. was not much interested in telling a 
story about the snowman, commenting only on the 
transient quality of his existence. ‘He’s good. 
He melts.” B. H. preferred to talk earnestly and 
anxiously about his own body parts which he perceived 
as splattered all over the room and his hope that he 
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could pull the parts together. He was popular on the 
ward because he was verbal and affectionate. He could 
always be seen approaching an adult for body contact. 
He examined the surfaces of their bodies and investi- 
gated their belongings. 


5. J. S. was a 5!4-year-old girl admitted to Ward 
PQ 6 because of her seclusiveness and emotional with- 
drawal with unpredictable outbursts of temper. She 
was a large, thin child who spoke in a small voice. She 
was excessively dependent upon adult companionship. 
She showed an automatic obedience and excessive com- 
pliance, with sudden outbursts of peevish hostile be- 
havior. The ward diagnosis was childhood schizo- 
phrenia. J. S.’s human figure drawing was of a large 
rectangle representing the torso topped by a small 
circle representing the head. There were no extremities 
and no neck. There were no features except eyes. The 
torso was decorated with buttons. This figure repre- 
sented her “good mother” who “‘is gonna have a baby,” 
a girl whom J. S. would feed. 


6. J. N. was a 4-year-old boy admitted to ward PQ6 
because of aggressiveness and unpredictable temper 
outbursts in a boarding-home placement. He was alert 
and playful, overactive and excessively distractable. 
He was ambivalent about his dependency wishes. He 
clung to adults and then suddenly pushed them away, 
punched at them and asserted that he was a strong 
man. His drawings were scribbles and some few well- 
formed circles. He could not draw a square. He told a 
story about a boy his age who was locked up in a bad 
place and got out because he was so big and strong, he 
beat everybody up and broke down the door. Then 
J. N. described a very effective way of eloping from the 
ward. After climbing on a table, he commented to the 
examiner: “I’m a big man. Bigger than you are.” 


7. M.S. was a 6-year-old boy admitted to the ward 
because of hyperactivity and destructiveness. The 
ward diagnosis was neurotic behavior disorder. He was 
over-active on the ward. In the DSS test he was friendly 
and cooperative, but showed great anxiety about touch- 
ing his genitals, and after this part of the test he re- 
fused examination of other parts of his body. Sexual 
anxiety was reflected in his drawings: He drew a female 
figure first; the figures were stick figures clothed only 
below the waist in shaded skirt and trousers. The story 
which he based on this picture was a romantic one about 
two young adults in love and dancing. 


8. M. D. was a 41-year-old boy admitted to the 
Children’s Ward from a foster home because he was 
destructive and a firesetter. He wet and soiled. He 
formed good relationships with adults and children and 
responded well to ward routines. His symptoms were 
considered to come out of an unresolved oedipal con- 
flict mishandled by neurotic parents. M. D.’s drawings 
were straight-line scribbles to which a few little hooks 
and circles were affixed and identified as hat and boots, 
from which M. D. identified the scribble as “a cowboy.” 
He made a story up about the cowboy chasing the bad 
guys and killing them. 


9. D. D. was a 5-year-old girl admitted to the Child- 
ren’s Service at the request of a foster home agency 
because she was withdrawn, enuretic and negativistic 
in her current foster home. She was a very small, thin 
child with drooping upper eyelids, a protuberant abdo- 
men and an unsteady gait. Her deep tendon reflexes 
were hyperactive. Intellectually she was alert, but emo- 
tionally she was withdrawn, almost apathetic. D. D. 
had living parents who were concerned about her wel- 
fare though unable to provide a home for her. Early 
history indicated slowness in motor maturation. D. D. 
had a positive blood and spinal fluid Wassermann. This, 
together with a history of parental lues, suggested the 
possibility of congenital lues in the child. She received 
a course of penicillin, after which her Wassermann 
turned negative. She responded well to ward routines, 
gained one third of her body weight, became emotion- 
ally lively and showed better motor coordination. Her 
drawings were of globules representing heads and from 
which extremities protruded. Eyes, nose and ears were 
drawn. The arms came out of the ears and the legs came 
out of the mouth. She made up wonderfully complex 
stories about little girls who could do magic and get all 
the ice-cream and toys they wanted. She loved an audi- 
ence. Her stories, like those in the Arabian Nights, 
were evidently strung together to catch the listener’s 
attention. 


10. S. M. was a 5-year-old girl seen for six months 
for psychotherapy for a severe school phobia. She had 
extreme anxiety about separation from her mother in 
any situation. She was diagnosed as a severe anxiety 
neurosis. She was of superior intelligence. Her drawings 
of the human figure were extremely exact anatomically, 
in excellent form. There was a profusion of buttons on 
both male and female figures. The women’s clothes were 
frilly, reflecting her own vanity about personal appear- 
ance. Her stories were constricted and very moralizing. 
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11. P. F. wasa 5-year-old girl treated at the Bellevue 
Hospital Mental Hygiene Clinic for 114 years in indi- 
vidual and group sessions because she pulled her hair 
out until she was nearly bald. She had severe anxiety 
about separation from her mother. She was of very 
superior intelligence. P. F.’s talk frequently was scat- 
iered to the point of incoherence. She had an introjected 
body alternately identified as the devil and her baby 
brother. She was preoccupied with body changes in 
pregnancy, in growth and maturation. She was very 
tall for her age and in treatment sessions liked to walk 
on her knees to make herself more like a baby. She re- 
fused to draw a human figure upon request. Most of her 
spontaneous drawings were of well-formed squares and 
diamonds worked into beautiful, highly intricate ab- 
stract patterns. Her spontaneous figure drawings were 
of men with no arms but well defined legs. There were 
all the facial features but no neck. They wore high hats. 
\ spontaneous drawing of herself just after the DSS 
test was a carefully drawn scribble of loops within 
loops. Her title for the picture was “I’m mixed up.” 
Her stories were all about bad mothers who left their 
babies or beat them or starved them. The babies grew 
up and then did the same to their mothers. 


Discussion of Body-Image Constructs and 
Altempis to Correlate These with DSS Data. In 
the case of L. K., who n_ade the most errors on 
the DSS test, it is interesting to note that there 
were few refusals. It is probable that the same 
anxiety that drove the child to seek bodily con- 
tact and reassurance about his identity also 
determined in part his need to respond and the 
number of errors he made, i.e. in order to keep 
the examiner near him, the child complied 
with the examiner’s requests, but since his 
interest was only in the relationship to the ex- 
aminer he made many errors. This does not 
explain why the errors were of displacement 
rather than of extinction. The drawing (fig. 1) 
gives evidence of ability to draw in good form. 
The drawing of a house upon request to draw 
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a person may be interpreted as a denial of the 
child’s basic problem of self-identification and 
relationship to others. The verbal identifica- 
tion of the picture as a “rocking horse” was 
regarded as an obscure association of the 
child’s either to the concept house or to the 
concept of the doctor as someone on the ward 
who gives children things—bread and butter 
sandwiches and admission to the playroom 
where there was a rocking horse. The varia- 
tions in shading and in forms of writing indi- 
cate the child’s ambivalence and very uneven 
functioning. This child’s anxiety was so severe 
and diffuse that it necessarily shows in all of 
his functions. 

Comparing these results to those found with 
R. H. it can be seen that, though R. H. had 
fewer errors, he had an even higher percentage 
of displacement errors. His personality was of 
an entirely different construction. Though he 
was younger and less intelligent, he had a bet- 
ter developed ego and better defenses. Though 
both his drawings (figs. 2 and 3) are of the im- 
mature type related by Cohn to the rostral 
order of dominance he finds in DSS responses, 
the two drawings can be otherwise interpreted. 
In the first place, R. H.’s DSS responses did 
not demonstrate rostral dominance. Rather 
the hand stimuli were perceived as from the 
feet. Secondly, even if the DSS responses had 
confirmed rostral dominance, the drawings of 
a head by children as representative of the en- 
tire body need not necessarily be interpreted 
as evidence that the child perceives only his 
head and a few other parts any more than 
L. K.’s drawing of a house as a person indicates 
that he sees people as houses. It is known that 
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children do draw heads as representing the 
whole body (8) and that at about 3 to 4 years 
of age they begin to add extremities which at 
first come directly from the circular form rep- 
resenting the head. Only later do they draw 
bodies to which they attach the extremities. 
Necks and ears are the last details to be added 
ordinarily. It has been suggested that the rea- 
son for the progression is that the head, and 
particularly the mouth, are the most impor- 
tant aspects of the child’s body in social rela- 
tionships (sighting love objects, feeding) and 
the extremities come next (walking and hold- 
ing on to love objects). Another explanation 
more satisfactory to the writer is that the 
child is able to draw swirling lines first and 
only later make straight lines which he uses to 
represent extremities and body (2). The reason 
this seems a more satisfactory explanation is 
that it has been the writer’s experience that 
even the youngest and sickest children are 
aware of the drawing of a picture as a distinct 
motor and perceptual act involving represen- 
tation of form which they sometimes cannot 
effect. If an adult draws only heads as a full 
representation of human form then there is 
obvious evidence of something wrong, if 
nothing more than refusal to comply with 
requests. If a child does the same thing it may 


mean nothing more than immaturity of motor 
or perceptual functioning as related to the act 
of graphic representation. 

In the case of R. H. figure 2 was drawn first. 
In form it is the kind of drawing expected from 
a child of 3 to 4 years of age. There are ex- 
tremities coming from the head and big teeth in 
the mouth. From this drawing R. H. elaborated 
a long story of an excessively virtuous “man” 
(aged 7) who was too good to be true, espe- 
cially to his mother. Interestingly, this very 
good man had teeth and extended arms. The 
bad man (aged 8) of figure 3 was quite terrible 
to his mother. Though he had no teeth he was 
described as biting his mother and other peo- 
ple. However, in R. H.’s stories virtue always 
won out and the bad man was eaten up regu- 
larly by those he attacked. He was represented 
as having no extremities with which to contact 
the world for good or bad. The line coming out 
of the top of his head represents his hair. The 
shadowy lines in the background crossing the 
main figure are from an erased figure that was 
more mature in the sense that in it R. H. tried 
to make a body separate from the head but 
gave up and drew the “globule” or “raindrop” 
figure instead. This background figure is par- 
ticularly important because it testifies to the 
child’s ability to execute better form than he 
wishes to display. The final figure 3 is even 
more immature for his age than is figure 2, 
but because of the background figure it may 
be said that the immaturity of form represents 
regression due to anxiety about the content 
rather than simple immaturity of motor 
maturation. 

The DSS protocols of both L. K. and R. H. 
show a high incidence of symmetry responses 
considered normal for children somewhat 
younger (4 to 5 years). 

B. R., who had about the same number of 
DSS errors, was of an age when a drawing of a 
head from which extremities protrude would 
be an acceptable representation of the body. 
However, she drew scribbles from which by 
projection and confabulation she sought to 
suggest a whole body. Reference to tables 3 
and 4 will show that she often showed the 
phenomenon of symmetry. This is common and 
considered normal at her age. However, when 
this is added to denial of laterality by dis- 
placement to a midline structure and to the 
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TABLE 4.—Summary or DSS anp Bopy ImMaGeE DatTA 


| 
Dis | Pee. cent 

a Re- | No. of |Per cent is- . . F d Stori 
Are | —_ rane] — Chances | Correct| place- Diagnosis Drawings and Stories 
ment 








Patient Age 


ie eee 6 3 32 8 2 45 4.4 | 66.6|S 





Unable to fantasy or 
draw a man; drew a 
“Rocking horse’”’—a 
house. Severe anxiety 

i. ne 514] 3 | 28 0 5 37 13.5 | 78.3 | NBD Amorphous, . amoeba- 


like heads represent- 

















ing conflicting moral 
aspects of self 





Ee Scribbles with projec- 
| tion and confabula- 
| tion. Stories about 
| bad mothers and big 
| babies who punish 
mothers 
|S Egg with identifiable 
body parts _ inside. 
Snowman who melts 
Rectangle topped by 
| circle. No neck. Many 
buttons. No features 
| buteyes. Stories about 
feeding children 
16 32 50 | 9.4|S Circles but no squares. 
| 





14 





| 
| 

13 | 32 | 40.6 
| 


20 | 37 | 54.5 








Stories denial fanta- 
| sies about bigness, 
strength and freedom 
30 83.3 | 3.3 | NBD Well formed _ heads. 
Stick figures with 
shaded skirts and 
| trousers. Stories of 

romantic love 
| NBD Hooks and circles. Pro- 
jects a cowboy by 
identifying parts as 

Ss | 





| 416, 0 0 2 35 37 94.6} 0 


hat and boots. Cow- 
boy represents : good, 
chases bad guys and 
kills them 
- ae L 1 0 2 29 32 90.6 | 0 NBD, lues Globules from which ex- 
|  Little’s tremities extend. Sto- 
S | disease ries in which all 
| wishes are granted by 





magic 
Good form, much detail. 
Stories about domi- 


if S.M......] 5 o| o| 2 | 35 37. | 94.6} 0 | Anxiety 


neurosis 








| neering mothers and 

| teachers who success- 

| fully bully children 
| | 

| 

| 








37 S | Self-portrait—loops 

| | within loops labeled 
| “I’m all mixed up.” 
| | Stories about mis- 
| 
| 
| 








| treated babies who 
| | rebel 








id | 








S = Schizophrenia 
NBD = Neurotic Behavior Disorder 




















406 








Margaret Owen 


sTOM ACH . yer 





Fic. 4. + 


clinical finding of preoccupation with balancing 
her body in space and her clothing on her 
body, it is suggested that the high incidence 
of symmetry in this child’s protocol may be 
invested with psychological meaning. In this 
sense, by analogy, the DSS protocol may be 
regarded as reflecting the child’s body-image 
problem. 

Of all the children, B. H. might be con- 
sidered to have the most chaotic body image. 
Yet his DSS protocol does not reflect this 
specifically. On two occasions he referred to a 
stimulus as perceived in an object outside his 
body. In this case this might be related to his 
perception of himself as spread all over the 
ward, to his inability to perceive his own body 
boundaries. However, in DSS literature this 
phenomenon is known as exosomasthesia and 
is said to be common in normal children under 
the age of six years (6). 

J. S.’s protocol is unremarkable except that 
in most of her displacement errors the stimu- 
lus was displaced to the left foot. In the one 
case where it was not, it was displaced to the 
left shoulder and symmetry was involved. If 
the response had come consecutively as they 
are recorded in the table, it might be thought 
that perseveration, at least on a verbal level, 
accounted for the phenomenon. However, 
reference to table 1 will show that the responses 
did not come consecutively in time and the 
probability of perseveration accounting for the 
phenomenon is reduced. J. S. was left-handed, 
left-eyed and left-footed; laterality displace- 
ments to the left may be accounted for partly 
on this basis. 


J. N.’s drawings indicate motor immaturity 
in that he could not even begin to form angles. 
His stories indicated denial as his chief de- 
fense against anxiety. In this latter connection 
it is noted that of all the children J. N. showed 
the highest incidence of extinction, perhaps a 
“denial” of perception of body sensation. 

M. S.’ stories and drawings indicated sexual 
anxiety, as did his way of responding to the 
administration of the DSS test. However, the 
DSS protocol itself does not seem to reveal any 
of his bodily concern. 

M. D.’s stories have much in common with 
R. H.’s in that they concern conflict about his 
personal worth. M. D.’s drawings have much 
in common with B. R.’s in that they are dif- 
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fuse scribbles in which body parts are iden- 
tified largely by projection and confabulation. 
‘The DSS protocol reveals nothing to correlate 
with the projective data as with R. H. and 
M.D. 

The last three children had almost perfect 
DSS protocols. Their body-image distortions 
were in no way reflected in their DSS responses. 

Conclusions. 1) Disturbances in body image 
are not necessarily reflected in DSS responses. 
2) In this series of cases when DSS responses 
were seen as reflecting body image problems, 
it was by the writer’s resort to analogy, ren- 
dering the observations of doubtful value, 
i.e., high incidence of symmetry responses in 
a child preoccupied with balance as a defense 
against anxiety. 3) The localization of cuta- 
neous perception is not intrinsically related to 
body image and should not be used as an indi- 
cator of body-image problems in children. 


3. An Indirect Correlation of DSS Data with 
Body Image by Reason of Their Mutual 
Relatedness to Ego Maturation 


Without resort to analogy DSS data may 
be correlated with body image data by means 
of their mutual relatedness to ego maturation 
in the following way: In this group of emo- 
tionally disturbed children a sub-group of six 
can be picked out, the first six in the tables. As 
was noted in Part 1, these children were the 
ones who had the greatest difficulty in under- 
standing the test, who made the most errors 
and continued to make the most errors despite 
repeated trials. In these respects this sub- 
group of children differs from the other children 
in this group and from normal children; in 
these respects they resemble adults with an 
organic mental syndrome. In various papers, 
M. Bender has already suggested that the 
higher incidence of errors and the slowness of 
learning that are in the DSS test in normal 
children under six years are functions of their 
immaturity. Though the same kinds of errors 
are made by senile adults and adults of any 
age with an organic mental syndrome, he dis- 
tinguishes the two groups (normal children vs. 
adults suffering from senility or specific or- 
ganic mental syndromes) by noting that after 
a few trials normal children seem to grasp the 
idea of the test and make consistently fewer 
errors whereas the others do not seem to grasp 
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the idea of the test and do not seem to learn by 
experience in any consistent way (1, 3). 

The subgroup of children in this series who 
behaved as adults with an organic mental syn- 
drome had no known specific organic neuro- 
logical disorder although such was looked for. 
Many of them had some of the soft neuro- 
logical signs described by Lauretta Bender as 
consistent with a diagnosis of childhood 
schizophrenia (4), although not all of them 
were diagnosed as such. Some of them had 
electroencephalographic patterns described as 
“immature for age” but otherwise not specific. 

DSS literature indicates that allesthesia, 
exosomasthesia, symmetry, perseveration and 
many other specific errors in localization of 
cutaneous perception can be ascribed either to 
immaturity of the nervous system or its spe- 
cific damage. It is only in the learning process 
per se that the two groups are distinguished. 
In the subgroup of patients currently dis- 
cussed, in the absence of known nervous sys- 
tem damage, the unevenness in the learning 
process is ascribed to an even greater imma- 
turity of nervous system development than 
the children’s ages would warrant. 

As already indicated, there was no correla- 
tion between DSS responses and body image 
data except by analogy. However, it was ob- 
served that no matter what the diagnosis, 
clinically the children of this subgroup had the 
most immature ego structures as indicated by 
overt anxiety, failure to distinguish their own 
body boundaries, and resort to the most im- 
mature defense against anxiety—denial. Where 
responses could be given by the children, 
Rorschach interpretations substantiated the 
clinical observation of weaker ego structure 
and defense mechanisms immatu : for the 
children’s age and intelligence. This would sug- 
gest a correlation between the localization of 
cutaneous perception and either ego matura- 
tion or ego functioning. 

DSS literature already indicates that though 
the correct localization of cutaneous percep- 
tion is dependent upon a mature intact ner- 
vous system, it is independent of ego function- 
ing even in severe emotional disorders involv- 
ing varying degrees of ego destruction and 
known to affect sensation and learning in other 
situations. Patients with schizophrenia, manic- 
depressive psychosis or reactive depression ap- 
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proach the DSS test and give responses to it as 
do normal adults (1, 3). When the nervous 
system has matured its later damage interferes 
with the localization of cutaneous perception. 
However, once the ego has been formed, its 
later disintegration does not affect the local- 
ization of cutaneous perception. However, in 
children under the age of six years, whether 
normal or emotionally disturbed, no matter 
what psychological system is subscribed to the 
ego is not thought to be fully formed. Though 
psychotic children sometimes seem to undergo 
sudden regression and relative destruction of 
ego already formed equivalent to the exper- 
ience of adult psychotics (and presumably not 
related to the localization of cutaneous percep- 
tion just as ego disintegration is not related to 
the localization of cutaneous perception in the 
adult), in any child the fact of biological as 
well as psychological immaturity remains. 
What is meant is that in the subgroup of six 
children under discussion, though many of 
them demonstrated regressive phenomena in- 
dicating destruction of ego already formed, 
the correlation of incorrect localization of cu- 
taneous perception is not to regressive phe- 
nomena but to failure of maturation of ego up 
to expectation for age level. 

It is in this sense that DSS data might be 
related indirectly to body image data for much 
more often than not, it would be expected that 
disturbances in body image would coincide 
with failure of ego maturation to age level. 
Children who manifest body image disturbance 
associated with disturbances other than failure 
of ego maturation would not be expected to 
show specific difficulty in the localization of 
cutaneous perception because the intrinsic 
relationship is not between body image and 
the localization of cutaneous perception, but 
between the latter and ego formation. 

To say this is to say something but not very 
much compared to what remains to be said, 
i.e., how they are related. To suggest that they 
are related in that both are functions of the 
maturation of the nervous system is not en- 
tirely to beg the question because the sugges- 
tion opens up practical lines of investigation. 
To suggest that ego formation is a function of 
the maturation of the nervous system is neither 
a new nor a subtle idea, and at some levels is 
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self evident—the anencephalic monster, for 
example. What may be inferred from the sug- 
gestion is that many of the emotional disorders 
of childhood might be predicated upon faulty 
ego formations based not entirely upon unfor- 
tunate integrations with people important to 
the child but upon faulty or irregular matura- 
tion of the nervous system, rendering percep- 
tion of reality for these children different from 
that of other children, and thus making inte- 
grations with other people difficult. Though 
this inference is subtler, less self-evident than 
the postulate upon which it is based, it is not 
new either and is in fact the basis for much 
current research in both childhood and adult 
schizophrenia. The advantage of the inference 
over the postulate is that it can be investigated 
and can be shown to be true or not true. For 
example, if it were true, it would be expected 
that children with mild to moderate organic 
brain disease might manifest faulty ego matu- 
ration as well as disturbances of body image 
and poor localization of cutaneous perception. 
A study of this sort has been under way for the 
past year and a comparison of those findings 
with the current findings may clarify some of 
the relationships between ego maturation and 
nervous system maturation. 


SUMMARY AND CONCLUSIONS 


Eleven emotionally disturbed children were 
examined with the purpose of finding out what 
is the pattern of perception of double simul- 
taneous stimulation in these children and 
whether the DSS test can be used in any way 
as an indicator of body image problems in 
children. The pattern of perception found cor- 
roborated that found by M. Bender in normal 
children. Body image data and DSS data were 
not intrinsically related, but could be related 
by their mutual relation to ego formation. A 
method of further investigation of ego forma- 
tion is described. 
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INTRACEREBRAL VASCULAR DEPOSITS IN THE 
BASAL GANGLIA * 


URSULA T. SLAGER, M.D.’ 


INTRODUCTION 


Basophilic (often called calcareous) deposits 
in the cerebral vessels are quite common and 
occur under a variety of conditions. Hurst 
(22) found deposits in the lenticular nuclei of 
50 of 100 autopsy cases. Ostertag (37) found 
similar deposits in 72 of 100 autopsies, mainly 
in the lenticular and dentate nuclei. Both Hurst 
and Ostertag stated that small amounts of 
vascular deposits are present in these locations 
normally. Ostertag believed that he could find 
them in 100 per cent of cases if given the op- 
portunity to cut his own sections. Strassman 
(54) also found these deposits “frequently” in 
280 autopsy cases, and Wagner and Slager (59) 
found the same deposits in 68 per cent of 200 
autopsy cases. 

However, increased amounts of calcium- 
containing deposits which scratch the dissect- 
ing knife or become visible on skull roet- 
genograms are characteristically found only in 
certain conditions. These include old necrotic 
or necrobiotic processes, such as brain tumors, 
tuberculomas, and sites of old hemorrhages. 
Vasiliu’s fifth case (56) should probably be 
classified in this group. 

Another large group occurs secondary to 
cerebral damage, in chronic encephalitis, 
syphilis, tuberculosis, general paralysis, ‘“Park- 
insonism,’” subacute combined degeneration, 
progressive muscular atrophy, lead intoxication, 
carbon monoxide asphyxia, nitrous oxide poi- 
soning and other intoxications (22). This 
group includes such reports as Vasiliu’s fourth 
case (56), Volland’s third case (57) and 
Lipschutz’s case (30). 

Deposits may also be found in vascular 
lesions, including angiomata, Sturge-Weber’s 
disease, and, most frequently, cerebral athero- 
sclerosis (3, 34, 54). 

However, there is another group of cases 


* Aided by a grant from the Sidney M. Cone Re- 
search Fund. 
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where these deposits occur not in cerebral or 
vascular lesions but primarily in healthy tissucs 
or vessels. One such condition is that of ca'- 
cium metastasis, where osseous calcium ‘s 
mobilized by primary or secondary bone in- 
volvement and then metastically deposited in 
soft tissue, including the brain. Schnabel s 
third case (47) belongs to this group. Anothcr 
very interesting but heterogenous group of 
cases has been described as ‘‘idiopathic non- 
arteriosclerotic cerebral vascular calcifications.’ 
This has also been graced with the name of 
“Fahr's disease’ (16), although it was probably 
first described by Pick in 1902 (38). 

Intracerebral vascular calcifications may thus 
be classified as follows: 


CEREBRAL VASCULAR CALCIFICATIONS 


I. Small amounts normally present (usually pseudo- 
calcific deposits—see below) 


II. Increased amounts 
A. Cerebral lesions 
1. Necrotic or necrobiotic processes: neo- 
plasms, tuberculomas, old hemorrhages, 
etc. 
2. Infections: chronic encephalitis, syphilis, 
general paralysis, tuberculosis 
3. Toxins: lead, carbon monoxide, nitrous 
oxide 
4. Degenerative conditions: subacute com- 
bined degeneration, progressive mus- 
cular atrophy, “Parkinsonism” 
B. Vascular lesions 
1. Malformations: angiomata, Sturge-Weber's 
disease 
2. Arteriosclerosis 
C. No primary vascular or cerebral lesions 
1. Metastases: secondary to bone involve- 
ment, hyperparathyroidism 
2. Metabolic: pernicious anemia, hypopara- 
thyroidism 


A more detailed analysis is presented of the 
case reports in the last group together with 
arguments to consider it not as ‘idiopathic 
cerebral vascular calcification’ or ‘‘Fahr's 
disease,” but as a complication of hypopara- 
thyroidism. 
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TABLE 1.—DISTRIBUTION OF LESIONS REPORTED 
IN THE LITERATURE 


_— 
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DIsTRIBUTION 


The distribution of the lesions is quite 
characteristic. Of the 23 reports, they were 
reported 21 times in the basal ganglia and 18 
times in the cerebellum (4, 10, 13, 16, 19, 20, 
21, 22, 26, 27, 36, 37, 39, 41, 44, 45, 47, 52, 
54, 55, 57, 58, 61). The detailed analysis in 
table 1 indicates an area of predilection in the 
basal ganglia and dentate nucleus of the cere- 
bellum. If the lesions are extensive, they then 
spread to the adjacent cortex, centrum semio- 
vale, internal capsule, thalamus, and midbrain 
in that frequency. 


HIsTOLOGY 


There is excellent agreement among 23 
authors (4, 10, 13, 16, 19, 20, 21, 25-27, 32, 
36, 37, 40, 41, 44, 45, 47, 54, 57, 58, 60, 61) 
on the histologic appearance of these lesions. 
The deposits occur in healthy vessels without 
evidence of preceding vascular lesions. Char- 
acteristically, the deposits are found as small 
basophilic granules around capillaries and in 
the media, adventitia, and perivascular spaces 
of the smaller arterioles. Most authors report 
involvement of the veins as well, although 
sometimes less severely. Some remark that 


with heavy involvement it is impossible to 
differentiate veins from arteries. The vascular 
endothelium is spared. As these deposits 
progress, i.e., as the examiner proceeds from 
the periphery to the center of a lesion, these 
small, fine, bead-like or sand-like granules 
coalesce into rings, plates, and sheaths and 
eventually may form solid perivascular tubes 
which project above the surface and on cut- 
ting, scratch the knife. By thus coalescing, 
larger concrements are formed; often they 
show concentric rings. Still larger, they be- 
come mulberry-shaped, or coralliform, and 
eventually they can be seen as microscopic 
“brain stones.” Occlusion of the vessel occurs 
only with massive deposits. Free in the tissues, 
these concretions occur less frequently and only 
with massive involvement. Only 4 (26, 41, 
45, 61) of 23 authors report deposits similar 
to the vascular ones in and around the nerve 
cells, 

In the parenchyma adjacent to these lesions, 
nerve cell degeneration or glial reactions are 
minimal and occur only secondary to vascular 
occlusion by massive deposits. Chavany and 
co-workers (10) and Kérnyey and Mattyus 
(27) report an abnormal number of dilated 
veins, the latter suggesting they may be tre- 
mendously dilated capillaries compensating for 
the impaired circulation. Wagner, Slager, and 
Tucker (58) made a similar suggestion. 


HISTOCHEMISTRY 


Recognized by their dark-blue to black color 
with hematoxylin and eosin stains, the deposits 
were believed to be calcium. However, it soon 
became apparent that this staining reaction 
was no proof of the presence of calcium. Pick 
(39), in reporting his first classical cases, 
found a positive von Kossa stain for calcium 
as well as Berlin blue for iron. Both stain- 
ing reactions became negative after decalcifica- 
tion. Bassoe and Hassin (4) pointed out that 
there was a ground substance which retained its 
dark staining qualities with hematoxylin and 
Nissl stains after decalcification and called this 
pseudocalcium. They insisted von Kossa’s re- 
action was negative. 

Since then, various investigators have shown 
that there is a colloidal albuminoid ground 
substance which continues to stain darkly with 
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hemotoxylin and Nissl stains before and after 
decalcification. This deposit gives a negative 
reaction with stains for fat (4, 13, 20, 47), 
amyloid (13, 25, 37, 47) or glycogen (37, 
60). However, a pale yellow stain with Lugol’s 
solution, suggesting a protein, has been re- 
ported by one observer (45). 

Although early observers stated categorically 
that calcium reactions (von Kossa, Roehl, 
Fischler) and iron reactions (Turnbull blue, 
Prussian blue, Berlin blue) were either present 
or absent, this was soon found to depend on 
the size of the deposits. Thus, very small and 
minimal deposits were often negative for both 
calcium and iron. In the older, i.e., denser, 
deposits first the iron reaction, and then slightly 
later the calcium reaction became positive. This 
agrees with the observations of Strassman (54) 
who, when excluding arteriosclerosis, found 
iron in many of his 280 cases but calcium in 
only 11, as well as with those of Hurst (22), 
who found iron but no calcium. Moulder and 
Denst (36) similarly found iron but no cal- 
cium histologically and thought that calcium 
would have deposited had the patient lived 
longer. 

These observations, based on histochemical 
studies, are strengthened by an analysis of 
the reported cases of postoperative hypopara- 
thyroidism, where the date of onset of the 
disease can be determined. In table 2 it is seen 
that histologically the albuminoid deposits ap- 
pear in about 9 years, contain iron after 12 


years, and become calcified and visible on skull 
roetgenograms in about 24 years. 

Chemical analysis of the brain of a patient 
with hypoparathyroidism of 9 years’ duration 
showed a normal calcium content of the dried 
brain (55). Other analyses of more advanced 
lesions have shown a calcium content o/ a 
wet fresh piece of caudate nucleus of 9.23 per- 
cent with a control content of 0.03 to 0.01 per 
cent (45), or of a fixed lenticular nucleus of 
0.14 per cent with a control of 0.003 per cent 
(13). The formation of gas with acids was 
reported by four (15, 26, 27, 45) authors «nd 
denied by two (4, 37), and the characteristic 
gypsum crystal formation (CaSO,) was te- 
ported by four (15, 22, 27, 45) of six ob- 
servers. Again, one (45) finds these reactions 
absent in smaller deposits but present in larger 
ones. 

Pathologically, this condition thus emerges as 
an entity with a characteristic histologic lesion, 
certain areas of predilection, and a definite 
histochemical reaction, Clinically and etiolog- 
ically, however, there is much confusion. 


CLINICAL PICTURE 


Until 1929 the diagnosis was made only at 
autopsy. In 1929 Geyelin and Penfield (19) 
took roentgenograms and found bilateral cere- 
bral calcification in a father and 4 of his chil- 
dren. Although the lesions were not in the 
cortex, a biopsy specimen showed the typical 
histologic lesion. All 5 of the patients had 


TABLE 2.—REPORTED CASES OF POSTOPERATIVE HYPOPARATHYROIDISM. APPEARANCE TIME OF 
THE CONSTITUENTS OF THE ABNORMAL DEPOSITS 





Time Post- 


Microscopic Microscopic 
operatively 


Albuminoid Iron 


Microscopic 
Calcium 


Roentgenographic 
Calcium 


Reference 





Absent 
Absent 


6 weeks 
Yi year 
years 
years 
years 
years 
years 
years 
: years 
years 
years 
years 


Absent 
Present 


Present 
Present 


Present 
Normal 


Present 
Normal 


Present Present 


Absent 37 
Absent 37 

Absent 29 

Absent 23 
Absent Absent 55 
Normal limits 37 
Absent 43 
Absent 29 
Present 48 
Present 25 
Normal 46 


Present 


Present Present 





HYPOPARATHYROIDISM. 
ae a a ae 





ae 





kull 


tient 
ition 
lried 
Ni ed 
of a 
per- 
_ per 
is of 
cent 
was 
and 
ristic 
$ re: 
ob- 
tions 
ar ger 


eS as 
S10N, 
finite 
olog- 


aly at 
(9) 
cere- 
-chil- 
n the 


ypical 
; had 


Vascular Deposits in Basal Ganglia 413 


TABLE 3.—REPORTED CASES OF SUGGESTIVE HYPOPARATHYROIDISM. COMPOSITE OF CLINICAL 
FEATURES 


menTaL |, 


FAMILIAL 


LEFT 
RIGIDITY 


epilepsy, and 3 of the 4 survivors showed 
mental retardation. Since then, certain clinical 
signs and symptoms, together with bilateral 
cerebral calcification on skull roentgenograms, 
have led other authors to make the diagnosis of 
“Fahr’s disease’’ in the living patient. In some, 
a biopsy obtained at craniotomy confirmed this 
diagnosis. 

As already reported by Ostertag (37), many 
of these cases seem to occur with endocrine 
disturbances, mainly tetany. A review of the 
literature reveals 31 cases of clearcut hypopara- 
thyroidism (see tables 4 and 5). Seventeen 
more cases had suggestions of hypoparathyroid 
deficiency with symptoms varying from tetany- 
like spasms, cataracts, carpo-pedal spasm, 
muscular contracture, twitches, and fibrillations, 
to the falling out of teeth, or response of con- 
vulsions to calcium therapy even though the 
serum calcium level was within normal limits 
(see table 3). Six cases have other endocrine 
disturbances as well, such as Addison’s disease, 


BILATERAL 


BABINSK! RIGIDITY 


myxedema, ovarian tumors, diabetes insipidus, 
dwarfism, etc. Two of these fall into the group 
of pseudohypoparathyroidism, one into idio- 
pathic hypoparathyroidism, and three into the 
group of suggestive hypoparathyroidism. 

In accepting the diagnosis of hypopara- 
thyroidism, a report of the serum calcium level 
was considered necessary for proof. An ex- 
ception was made in the cases of Camp (8), 
who summarized his findings, of Scheinker 
(44), who seemed to have omitted reporting 
it, of Berardinelli (5) who, with prohibition 
of venipuncture by the child’s parents, reports 
a urine Sulkowitch test instead, of Ostertag 
(37), who gave no details of his case of post- 
operative hypoparathyroidism, and of Sugar 
(55), who gave anatomical rather than chem- 
ical proof of the state of hypoparathyroidism. 

Anatomical proof of hypoparathyroidism is 
not frequently given. Of the five reported 
cases of postoperative hypoparathyroidism, be- 
sides Sugar (55), only Wagner, Slager, and 
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TABLE 4.—REPORTED CASES OF IDIOPATHIC HYPOPARATHYROIDISM. 
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COMPOSITE OF CLINICAL 


FEATURES 


CARPO-PEDAL 
SPASM 


MUSCLE 
IRRITABILITY 


CHVOSTEC 
CATARACTS 


PARATHYROIOS 
AT AUTOPSY 


EPILEPSY 
MENTAL 
DETERIORATION 


FAMILIAL 


DISTURBANCES 
SKULL X-RAYS 
AUTOPSY 


Tucker (58) reported the anatomical absence 
of the parathyroid glands at autopsy, while 
Ostertag (37) does not mention them and the 
other two cases were alive at the time of the 
report. Of the 21 reports of idiopathic hypo- 
parathyroidism only Leonard (28) reports the 
parathyroid glands as absent. In the suggestive 
group three authors (37, 45, 61) report being 
able to find only two, while two (20, 31) re- 
port the glands normal at autopsy. 

There remains a group of 20 patients whose 
main symptoms are epilepsy and mental deter- 
ioration or retardation. None of them shows 
the classical symptoms and signs of hypopara- 
thyroidism. They are summarized in table 6. 
A comparison with the other cases shows, how- 
ever, that epilepsy and mental retardation or 
deterioration are frequently found, occurring 
in 32 of the 47 cases of hypoparathyroidism or 
in 53 of the 68 reported cases. 


FORME 


A familial tendency has also been reported 
by some authors, and some have even suggested 
that the group may be divided into those with 
endocrine disturbances and those with epilepsy, 
mental retardation, and a familial incidence 
(6, 24). It has already been pointed out that 
the epilepsy and mental retardation occur 
frequently in the hypoparathyroidism group, 
being found in 32 of the 47 cases (see tables 
4 and 5). A similar overlap is found for 
familial incidence. Although no familial tend- 
ency is found in the 5 cases of pseudohypo- 
parathyroidism, 2 suggestive and 2 idiopathic 
hypoparathyroid cases show such an incidence. 
In the group of unknown etiology, 12 of the 
20 have a familial history (table 6). 

The average age of the cases reported also 
suggests such a dichotomy. Whereas the av- 
erage age of the cases of hypoparathyroidisin 
and pseudohypoparathyroidism is 24.5 and 28 
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TABLE 5.—REPORTED CASES OF PSEUDOHYPOPARATHYROIDISM AND REPORTED CASES OF PostT- 
THYROIDECTOMY HyYPOPARATHYRO!DISM. COMPOSITE OF CLINICAL FEATURES 
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years respectively, that of the group of sug- 
gestive hypoparathyroidism is 36.2 years, and 
of the group of unknown etiology 34.5 (38.4) 
years. The overall average of 31.3 years cer- 
tainly strikingly suggests the improbability of 
an arteriosclerotic influence. 
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ETIOLOGY 


Etiological speculations have been of much 
interest ever since Pick’s first report. Pick 
thought the cerebral calcification in the basal 
ganglia caused the tetany by producing cere- 
bral ischemia. Scheinker (44) also seemed to 
favor this central cause of tetany, postulating 
that the calcification damages the pallido- 
dentate system which controls muscle tone, 
the tetany being a release phenomenon caused 
by this damage. Guillain, Bertrand, and 
Rouqués (20) also tend toward this interpreta- 
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tion. Winer (62) offers a similar argument in 
a case of traumatic encephalopathy. He postu- 
lated that damage to the hypothalamus, as 
evidenced by an enlarged third ventricle on 
ventriculography, produced a state of hypopara- 
thyroidism. However, such a_hypophyseal- 
parathyroid control mechanism is denied by 
Albright and Reifenstein (1). Sugar (55) 
believes that Winer’s case could also be inter- 
preted by reversing the cause and effect. 
Only two authors advocate a_ vascular 
disease as the cause of the condition. Geyelin 
and Penfield (19) thought that the primary 
process was an endarteritis with secondary 
calcification of the vascular lesions. Kérnyey 
and Mattyus (27) believed that there was a 
metabolic disturbance inside the vessel wall, 
the colloid being deposited either simultane- 
ously with this condition or subsequent to it. 





Ursula T. Slager 


TABLE 6.—REPORTED CASES OF OBSCURE ETIOLOGY. COMPOSITE OF CLINICAL FEATURES 
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Secondary changes resulted in hypertrophic 
hyperplastic collateral circulation with oblitera- 
tion and recanalization. , 
The remaining authors seem to favor the 
view that there is a more general, systematic 
or local, metabolic disturbance. Early writers, 
such 2s Bassoe and Hassin (4), stated this view 
only in very general terms, saying that cal- 
cification was secondary to a metabolic dis- 
order of the tissue fluids. Ostertag (37) some- 
what clarified this concept, postulating that the 
deposits occurred at the junction of healthy 
and diseased areas, i.e., at the border of 
changed metabolism. He thought that the sub- 
stances here precipitated from the tissue fluids 
could not be removed. Since everyone has 
temporary metabolic disturbances, such de- 
posits could always be found, and would be 
more massive with more prolonged metabolic 
disorders. As an explanation for the area of 
predilection of these deposits, he proposed that 
they occurred in areas which had a specially 
labile metabolism—the pallidum and dentate 
nucleus. He thought the albuminoid precip- 
itated in a similar way to amyloid bodies. 
Since these areas are especially rich in iron, 





























the deposits became impregnated with iron. 
In support of this, he cited a 21/,-year- 
old child with extensive deposits but very 
little iron—the deposits having occurred at an 
age when the pallidum is still poor in iron. 
Since these deposits would not reimbibe iron 
once they had been deironized, he argued the 
iron was incorporated during formation of the 
deposits and not absorbed postmortem. K6rn- 
yey and Mattyus (27), however, reported that 
iron was reimbibed. As to the calcium, Oster- 
tag believed this appeared only after the de- 
posits had become so massive as to interfere 
with the circulation, and hence, tissue nutri- 
tion. Calcification then occurred by the same 
means by which any necrotic tissue may become 
calcified and was possibly aided by a disturb- 
ance in calcium metabolism, since the deposits 
were found so frequently in increased amounts 
in tetany. Scheinker’s (44) explanation is 
more detailed but no more clarifying, postulat- 
ing a parathyroid insufficiency specifically. This 
he believes to cause a disturbance in albumin 
metabolism leading to the formation of toxi 
amines. These amines, by alkalinizing the 
blood and decreasing the calcium iron con- 
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centration, then rob the tissues of calcium 
which is precipitated. However, this gives no 
explanation of the albuminoid deposits. Al- 
bright and Reifenstein (1) believe that the 
stite of hypoparathyroidism entails a tendency 
toward supersaturation with calcium phosphates 
and hence a greater tendency toward extra- 
skeletal calcium deposits, 

Recent authors seem preponderantly in favor 
of specifying hypoparathyroidism as the meta- 
bolic disturbance involved in this process. This 
is evident from tables 3, 4 and 5 discussed 
above. Albright and Reifenstein (1) state 
that epilepsy and mental deficiency may be the 
only presenting symptoms of hypoparathyroid- 
ism, and an article by Levy (29) in 1947 
specifically stresses these non-classical symp- 
toms and signs of hypoparathyroidism. Of 
even greater interest is a recent review article 
by Sugar (55), reporting that hypoparathyroid- 
ism may exist without hypocalcemia, especially 
if there is a familial tendency. Likewise, 
epilepsy, mental deficiency, papilledema, 
pseudotumor cerebri, and  extra-pyramidal 
symptoms are frequently the presenting com- 
plaints in this condition instead of the classic 
tetanic convulsions, hypocalcemia, Chvostec 
sign, and cataracts. Cambrier (7) also supports 
this view, questioning whether there may not 
be familial episodes of transitory hypopara- 
thyroidism in childhood in these familial cases. 
Consequently, the cases of table 6 with epilep- 
toid convulsions, mental retardation or deter- 
ioration, and a familial tendency are very prob- 
ably also related to a state of hypoparathyroid- 
ism. 


SUMMARY 


A classification of cerebral vascular calcifica- 
tion is presented with a review of the litera- 
ture concerning deposition in otherwise healthy 
vessels and normal cerebral tissue. 

Pathologically, these lesions are very char- 
acteristic, appearing first as small basophilic 
gtanules around capillaries, in the media and 
adventitia of arterioles, and less frequently 
around veins. These granules then coalesce 
into larger coralliform or mulberry-shaped 
masses and finally form almost solid peri- 
vascular sheaths. The site of predilection of 
these deposits is in the basal ganglia and den- 
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tate nucleus. No satisfactory explanation for 
this predilection is found in the literature. 

Chemically, these grandular deposits con- 
sist of a basophilic colloid protein substrate 
neither hyaline nor amyloid which becomes 
secondarily impregnated first with iron and 
then with calcium. The final identification of 
this substance has not yet been made. 

Clinically, the case reports fall into 2 groups, 
one with classical symptoms of hypoparathy- 
roidism, and the other with a familial tendency, 
epilepsy, and mental retardation or deteriora- 
tion. Arguments are presented that, in this 
latter group as well as in the former, the 
cerebral lesions are probably related to a para- 
thyroid deficiency. 


CONCLUSION 


The literature on intracerebral vascular cal- 
cification has been reviewed with special em- 
phasis on its relationship to hypoparathyroid- 
ism. 
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THE PSYCHOLOGIC RESPONSE TO ESTROGENIC THERAPY IN 
TURNER’S SYNDROME (OVARIAN AGENESIS) 


GEORGE H. POLLOCK, M.D., Px.D. 


In 1938, Turner first described the syndrome 
of webbing of the neck, deformity of the elbow 
(cubitus valgus), short stature and osseous and 
sexual infantilism in women (4). His patients 
had either complete absence of, or markedly 
infantile ovaries and uteri. Subsequent reports 
have confirmed Turner’s original findings and 
have demonstrated the total absence or re- 
tarded development of the internal sex organs 
by exploratory laparotomy, peritoneoscopy, 
biopsy examinations, and qualitative measures 
of excreted urinary gonadotropins (1, 3, 5, 6). 
In several of the cases reported, marked psy- 
chological benefits were observed when in- 
creased breast development, growth of pubic 
and axillary hair, and maturation of the ex- 
ternal genitalia occurred after utilizing estro- 
genic replacement therapy. In some instances 
regular periodic bleeding could be obtained 
through cyclic administration of the estrogenic 
hormone. Undoubtedly, these patients felt 
happier as they began to regard themselves as 
normally acting and appearing women; how- 
ever, none of these cases were studied from a 
psychiatric-psychologic orientation, so it is 
difficult to say more specifically why they felt 
better, although the change in body appearance 
and function cannot be minimized. The author 
had an opportunity to study a case of Turner’s 
syndrome prior to and after the start of estro- 
gen therapy. Unfortunately the patient’s 
mother prohibited continuation of further psy- 
chiatric interviews, and contact with the pa- 
tient was broken. The material reported here 
is of the psychiatric evaluations made initially 
and of findings after the start of oral estrogens. 

The patient, a 27-year-old, white, single 
female, was referred for psychiatric consulta- 
tion because she felt “inferior” as a result of 
her stature (4'7’’), because of her inability to 
keep and hold a job, and because of her diffi- 
culties with her mother. The latter was de- 
scribed as a domineering, discouraging, depre- 
ciating, volatile person who frequently 
screamed at the patient and never expressed 
confidence in the patient’s ability to do any- 


thing. The patient would usually attempt to 
restrain herself from being hostile to her 
mother, although on several occasions violeit 
arguments occurred—after which patient fe't 
quite guilty. In an interview with the author, 
the mother expressed and revealed enough of 
herself to indicate that the patient’s apprais.il 
of her was quite accurate. Because the father 
was continuously preoccupied with his business 
activities, his contacts with the patient were 
limited and frequently consisted of unfavorable 
comparisons of her with her female cousins. Jn 
addition, his treatment of her was usually in- 
fantilizing. This caused much resentment, is 
it made the patient only more aware of her 
difference from other women. There are two 
older married brothers who have children of 
their own. The patient was intensely jealous 
of the oldest brother, as he was the mother’s 
favorite child. Until the other brother married, 
the patient “idolized” him, but after his mar- 
riage she resented him. Noteworthy was her 
marked jealousy of her sisters-in-law, whom 
she continually accused of being poor mothers. 
Identification with her nieces and nephews was 
most apparent. Her profound irritation with 
her sisters-in-law stemmed from hostility trans- 
ferred from her own mother who mistreated 
her, and from her jealousy of them as adequate 
women. Patient never did well in school and 
could not finish high school. She had a multi- 
tude of jobs, but could never get along with 
fellow employees or her superiors. She had 
never had a boy-friend, and went out rarely 
with girls or boys. Her social activities were 
mainly solitary or familial gatherings. She read 
novels, and was interested in dramatics, where 
she could fantasy herself in various situations. 
Although she had had no sexual experience, 
she occasionally masturbated as it “felt 
good”—at no time did she have an orgasm, 
however. At age 15, an endocrinologist ad- 
ministered replacement hormonal therapy for 
a short time. When this was stopped, she had a 
“period.” This thrilled her but, due to her 
mother’s interference, contact with this phy- 
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sician was broken. She expressed the wish to 
menstruate, be taller, and have large breasts 
and more pubic and axillary hair. She also was 
concerned about her weight (120 Ib.). She felt 
she could not reduce as she had to eat exces- 
sively when she felt “miserable and bored.” 
She was ashamed at her inability to hold a job 
aud so being forced to rely on her parents for 
al! financial as well as social gratifications. 
When she became depressed she would either 
withdraw and fantasy suicide, or go and play 
with her nieces and nephews. 

Patient was seen weekly for three months. 
In the early interviews she was somewhat 
anxious, frequently giggled and laughed in a 
child-like fashion, and was most reluctant to 
talk of her hostile and jealous feelings. Grad- 
ually she expressed her resentments more 
openly, but with some self reproach. Her shrill, 
high-pitched voice and bodily appearance made 
her seem much younger than her chronological 
age. There was no evidence of psychotic think- 
ing; she expressed her ideas succinctly and 
seemed to be of average intelligence. 

Physical and gynecological examination re- 
vealed the presence of a high arched palate, 
webbing of the neck, cubitus valgus, pes cavus 
and strabismus. The breasts were infantile and 
there was only slight evidence of axillary and 
pubic hair. The vagina was red and smooth. A 
tiny cervix protruded into the vault of the 
vagina, and the body of the uterus was not 
palpated. A transabdominal pneumoperitoneal 
x-ray examination, performed when the pa- 
tient was 20 years old, indicated the complete 
absence of the left ovary and the appearance 
of a tiny bud in place of the right one. The 
uterus, outlined by gas, was extremely small. 
After the gynecological consultation, patient 
was placed on 5 mg. Premarin daily. 

About three weeks following the start of 
estrogen therapy, patient began to notice an 
increase in vaginal secretions and sensations. 
A marked change occurred psychologically at 
the same time. She became more active so- 
cially in terms of visiting friends and going to 
movies and the theater. She proceeded to get 
a job, which she kept for a short time; she im- 
mediately found another, at which she is still 
working a year after regular contact with me 
was interrupted. Her sexual activity increased 
markedly. She masturbated frequently to the 


point of orgasm and began to have sexual fan- 
tasies about the author and various other men 
with whom she had contact. Her weight began 
to decrease and she refused to be dominated by 
her mother. Frequent arguments with mother 
resulted initially in parental refusal to pay her 
psychiatric fees. She paid for these herself with 
her earnings. Finally mother became so upset 
she absolutely prohibited psychiatric inter- 
views and the use of oral estrogenic material. 
Consultation with the parents did not alter the 
mother’s threat to forcibly evict the patient if 
she continued on the hormonal-psychiatric 
regime. As a result of this stand of the parents, 
psychiatric interviews were terminated. Since 
the mother had acted in a similar fashion 
earlier with the endocrinologist it is evident 
that she wishes her daughter’s condition to re- 
main unaltered. 

Just before interruption, psychological tests 
were administered to the patient. These re- 
vealed an unusual amount of sexually toned 
material without any of the situational embar- 
rassment which customarily accompanies such 
responses, and although she verbalized feelings 
of embarrassment with regards to her 
Rorschach percepts, she actually displayed no 
overt behavioral signs to corroborate this. 
However in the Thematic Apperception Test 
there was evidence of a moralistic restraint 
operative in the over-abundant sexual 
responses. 

Recent follow-up (one year after interrup- 
tion), revealed that the patient still has the 
job she was on at the time of termination, that 
she is still on hormonal therapy despite 
mother’s disapproval (she buys her own medi- 
cation), and that she continues to be very 
sexually stimulated. Her fear and guilt result- 
ing from hostility to her mother are still very 
evident. 

Benedek and Rubenstein (2) have shown, in 
their comprehensive psychosomatic study of 
the psychosexual functions in women, that the 
sexual cycle in women consists of a parallel and 
correlated hormonal and emotional cycle—the 
emotional cycle varying with the changes in 
the endocrine system. They found that “the 
estrogenic phase of the cycle corresponds to an 
emotional condition characterized by active 
heterosexual libido, that is, heterosexual tend- 
ency is correlated with estrogen production.” 
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These results were obtained from a study of 
physiologically normal women who had regular 
menstrual cycles. These findings dealing with 
the estrogen phase of the cycle were directly 
confirmed in the patient discussed here. Since 
she had no functioning ovaries, she had no 
hormonal cycle (estrogen-progesterone). With 
the administration of replacement estrogenic 
substance, her emotional and psychological 
functioning showed marked changes in the di- 
rection noted by Benedek and Rubenstein for 
the estrogen phase. The patient became in- 
creasingly interested in heterosexual activities, 
began to masturbate and fantasy heterosexual 
encounters, got a job which she has now kept 
for the longest time she has ever worked in one 
situation, and become more socially active. 
Concomitantly she felt somewhat less insecure 
with regard to her mother. When she became 
more aggressive, her mother deliberately forced 
her to stop psychiatric interviews—although 
patient has refused to discontinue estrogen 
medication, even though her mother has in- 
sisted that she do this also. Her severe psycho- 
logical problem in terms of her mother’s atti- 
tude toward her, and her awareness of being 
physically different from other women, are 
undeniable; but the primary purpose of this 
communication is to note the dramatic re- 
sponse to replacement estrogen in a woman 
without ovaries. This response is very similar 
to what has been found in women with intact 
ovaries in the estrogenic phase of their hor- 
monal cycle (2). One cannot eliminate, in the 
above case study, the effect of transference. 
The patient was coming to a situation where 
she was accepted and not criticized, and where 
her therapeutic motives and expectations were 
in strong evidence. She was seeing a male ther- 
apist and her relationship with her father had 
been somewhat better than with her mother. 
However, the rapid and marked changes fol- 
lowing the start of the hormone seem to indi- 
cate that this is the important determinant of 
her behavior. Again her psychological expec- 
tation involving the hormone usage cannot be 
totally neglected from consideration. The fact 
however that she could relinquish seeing the 
psychiatrist, but not the continued use of the 
estrogen, speaks for her awareness of it as the 
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important element in her changed condition. 
That she has continued to keep her job and be 
active now for one year after cessation of psy- 
chiatric interviews, during which time she has 
been on medication, speaks again in favor cf 
the point of view emphasized here. It shoul! 
be noted that while the patient was being see 
she spoke of changes in her genitalia (discharg: , 
“warm feelings”), but no overt or gross alterz- 
tions were observed in the genitalia, or in the 
other parts of her body by her. Thus her r- 
sponse was not related to superficial changes 
in her body as a result of hormonal treatmen, 
an explanation stressed by authors cited pre- 
viously, but was due to the psychological r- 
sponse resulting from hormonal treatment. 


CONCLUSION 


Psychological changes, similar to those 
found in the estrogenic phase of the ovulatory 
cycle in physiologically intact women, were 
observed in a case of ovarian agenesis after 
estrogen replacement medication was utilized. 


I wish to thank Dr. Alex S. Tulsky, and the Depart- 
ment for Research in Human Reproduction, Michael 
Reese Hospital, for making available to me their 
gynecological and laboratory findings in this patient. 
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SOMATO-PSYCHOTHERAPEUTIC APPROACH TO LONG-TERM 
SCHIZOPHRENIC PATIENTS 


A Demonstration Program * 


IAN C. FUNK, M.D., LEO SHATIN, Ph.D., EARL X. FREED, Ph. D., 
AND LEONARD ROCKMORE, M.D. 


[his is the first report of an investigation 
into tue effects of a comprehensive program 
of modern psychiatric treatment in relieving 
the symptoms of long-term schizophrenic pa- 
ticats. It describes results obtained during the 
first 15 weeks of study. A variety of treat- 
ment modalities was included with special 
emphasis upon group psychotherapy and elec- 
troshock therapy. 

This program was also undertaken to demon- 
strate to the hospital community the potential- 
ities for improvement of older ‘‘chronic’”’ 
mental patients with functional psychoses: pa- 
tients whose prognosis is most often viewed 
with extreme pessimism. 

Albany Veterans Administration Hospital 
is a general medical, surgical, and neuropsy- 
chiatric hospital. The Neuropsychiatry Service 
cares for mental patients requiring prolonged 
hospitalization with continued treatment, as 
well as new acute admissions. The original 
plans of this hospital did not envision the 
considerable number of long-term patients now 
within the facility. Certain departures from 
general medical and surgical hospital routine 
were necessitated, and change in orientation of 
personnel was requisite. The introduction of 
240 long-term mental patients over a period 
of 16 months created some apprehension on 
the part of everyone in the hospital. From 
the onset, security measures were kept at a 
minimum. The wards were open where pos- 
sible, with utilization of regular dining room 
facilities. Recreational areas and _ activities 
within the building were used to a great extent 
by the NP patients. Employees throughout 
the hospital came into frequent contact with 
almost all of the patients from the NP Service, 
and this created stressful situations at times. 


*From the Veterans Administration Hospital, and 
Albany Medical College, Albany, New York. 


The “total push” or comprehensive program 
in psychiatry does not represent a new concept 
of treatment. Pauncz states, ‘“The term ‘total 
push,’ coined by Myerson in 1931, expressed 
efforts and tendencies in psychiatry which go 
back more than a hundred and fifty years.” 
He cites Rush, Pinel, Simon, and Myerson as 
forerunners of the total push program. Group 
psychotherapy, as one aspect of the total treat- 
ment program, has received increasing atten- 
tion. Goldfarb and Park utilized group therapy 
in a total program with patients receiving EST 
for psychotic episodes. Just as the compre- 
hensive program in psychiatry is not new, we 
may quote Hinckley, who notes that group 
therapy is not new. “Group therapy was first 
used with chronic and severally ill patients, 
and yet in its more developed form, has only 
recently again been brought to bear upon 
problems of chronic psychiatric patients.’’ Re- 
cent reports of group psychotherapeutic pro- 
grams with long-term patients include those 
of Galioni, Geller, and Willner. Powdermaker 
and Frank presented a most detailed report of 
a group psychotherapy research project with 
chronically ill schizophrenics. Successful thera- 
peutic rehabilitative programs and intensive 
socializing programs have been undertaken 
with groups of patients holding various diag- 
noses and including long-term psychotic pa- 
tients. 


SUBJECTS AND METHODs 


Experimental Subjects. These patients were 
selected from among the most poorly adjusted 
patients within the Neuropsychiatric Service. 
They were chosen from a larger pool of pa- 
tients whose names had been suggested by 
their ward psychiatrists. Criteria for inclusion 
in the pool were the following: a) schizo- 
phrenic diagnosis, b) long period of preceding 
hospitalization, c) no recent somatic treatment, 
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and d) obvious psychotic manifestations re- 
quiring closed ward care with close supervision. 

Since it was planned to utilize EST within 
this program, permission for shock treatment 
was requested from the relatives of all pa- 
tients within the pool. The experimental 
group comprised those 10 for whom shock 
permission arrived earliest. 

Control Subjects. A group of control pa- 
tients was selected from the pool. Its mem- 
bers were matched person for person with the 
experimental group as closely as circumstances 
permitted: for number of years since first ad- 
mission (chronicity), age, and especially for 
ward adjustment and severity of illness as 
measured by a Behavioral Rating Scale. The 
control patients proceeded as usual with the 
daily program of their several wards. Their 
identities were known only to the personnel 
who were required to accomplish such tasks 
as psychological testing, re-testing, and com- 
parative ratings for control purposes. 

Comparative statistics for the experimental 
and control patients are presented in tables 
1A, 1B, and 1C. The groups were similar 
(null hypothesis not rejected) for chronicity, 
age, and ward adjustment. The demonstration 
patients were slightly younger than their con- 
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trols, but this was not statistically significant 
at the .05 level of probability. 

Initial status on the Multidimensional Scile 
for Rating Psychiatric Patients, which measures 
extent of psychopathology, was similar {or 
both groups (null hypothesis not rejected by 
t-test or F-test). This scale is described below 
under Methods. A higher score signifies grea‘er 
pathology. Initial status of demonstration and 
control patients was also comparable for the 
tests of psychomotor efficiency (see below aad 
table 4A). 

All patients, demonstration and control, 
carried schizophrenic diagnoses. Analysis of 
type showed, a) demonstration group: three 
paranoids, four hebephrenics, three catatonics; 
b) control group: four paranoids, 5 hebe- 
phrenics, one catatonic. It is emphasized that 
these patients were matched on the basis of 
their ward behavior and social communica- 
tion as measured by the Behavioral Rating 
Scale, not on the basis of formal schizophrenic 
reaction-type. 

Socio-economic and educational status of 
demonstration and control groups were similar. 
Occupations represented in the demonstration 
group were: salesman, mechanic, tailor, painter, 
laborer, spring maker, clothing cutter, odd 


TABLE 1A.—Pre-EXPpERIMENT DATA, YEARS SINCE First ADMISSION (CHRONICITY) 





Mean 


, ' Variance 





Demonstration group 
Control group 


83.62 


am 75.91 





* Not significant at 5 per cent level of confidence. 


TABLE 1B.—PrE-EXPERIMENT DATA, AGE 





Mean 


t P Variance 





Demonstration group ; 
Control group 


1.84 


7.04 


soos} 7 





* Not significant at 5 per cent level of confidence. 


TABLE 1C.—PrE-EXPERIMENT DATA, BEHAVIORAL RATING SCALE 





Mean 


t P Variance 





Demonstration group : 
Control group 


0.34 


198.71 


0.80—.70 247.08 





* Not significant at 5 per cent level of confidence. 
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jobs, stock clerk, and brakeman. Occupations 
in the control group were: automobile upholst- 
erer, garage helper, laborer, clerk, farm la- 
borer, mechanic, weaver, teamster, crane oper- 
ator, and bar porter. No patients had attended 
college, only two had attended high school, and 
the remainder were distributed through the 
lower grammar school grades. 

Methods. Demonstration and control pa- 
tients were rated with the Behavioral Rating 
Scale for the social and self-care adequacy of 
their behavior prior to the start of this dem- 
onstration program. The Behavioral Rating 
Scale had been developed and validated for 
the present purpose. It is a simple, readable, 
forced choice type of scale with 100 items 
answered yes or no, which reflect many aspects 
of the patient’s social communication and ward 
adjustment. Scoring reliability for the scale 
(N=40) is .79. Prior evaluation utilizing the 
t-test as well as the Chi-Square test of inde- 
pendence showed high validity in the scale’s 
ability to differentiate well adjusted from poor- 
ly adjusted chronic patients (level of con- 
fidence <.001). 

The Multidimensional Scale for Rating Psy- 
chiatric Patients (MSRPP) by Lorr, Jenkins, 
and Holsopple was applied to the demonstra- 
tion and control patients at the end of the third 
week. This scale introduces a greater measure 
of comparability and objectivity in the descrip- 
tion of mental patients than has been custom- 
arily available. It supplements the Behavioral 
Rating Scale in providing a standard descrip- 
tion of patients’ behavior and symptoms, is 





comparable from hospital to hospital, yields 


TABLE 2.—ScCHEDULE OF RATINGS, TESTS, AND FILMS 
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a global measure of severity of symptoms, and 
may be analyzed into patterns of psychiatric 
disorder. 

A brief series of tests of psychomotor func- 
tioning and efficiency was administered to all 
experimental and control patients. They were 
given to each patient prior to the beginning 
of the experiment, both morning and after- 
noon of the same day. The following items 
were included: digits forward and backward, 
counting backward from 20 to 1, strength of 
hand grip with dynamometer (two trials), 
fluency (number of words in 20 seconds) and 
time judgment (ability to judge a 20-second 
interval of time, two trials). 

A Weekly Rating Scale (WRS) (table 2) 
was developed to record short-term fluctuations 
in patients’ behavior. This scale was com- 
pleted weekly for each patient in the experi- 
mental group by every staff member who had 
continuing contact with that patient. Approxi- 
mately 10 such ratings were made each week 
for every experimental patient. The WRS was 
constituted in two parts. One pertained to the 
question of change independent of direction 
toward good or poor mental health; the other 
pertained to the question of improvement in 
behavioral adjustment. Control patients were 
rated less frequently: once a month, and only 
by the nurse in continuous charge of their 
respective wards. Motion picture films with 
sound tape recordings of demonstration and 
control groups were taken under identical cir- 
cumstances at the beginning of the experiment 
and thereafter at monthly intervals. 





Demonstration Group 





Control Group 





Weekly rating scale (WRS) 
Behavioral rating scale (BRS) 


weeks 
Multidimensional scale 
(MSRPP) 


Psychomotor tests of efficiency 


weeks 


Films, recordings 


Weekly, 2nd through 26th ex- 
perimental weeks 

Pre-experimental, 5th, 9th, 13th, 
17th, 22nd, 25th experimental 


3rd, 15th, 25th experimental 


Pre-experiment, 9th, 26th experi- 


mental weeks 
Pre-experiment, Sth, 9th, 13th, 


18th, 26th experimental weeks 


Sth, 9th, 13th, 17th, 21st, 26th 
experimental weeks 

Pre-experiment, 5th, 9th, 13th, 
17th, 22nd, 25th experimental 
weeks 


3rd, 15th, 25th experimental 
weeks 


Pre-experiment, 9th, 26th experi- 
mental weeks 

Pre-experiment, Sth, 9th, 13th, 

18th, 26th experimental weeks 
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THERAPEUTIC PROCEDURES FOR DEMONSTRA- 
TION PATIENTS 


Corrective Therapy. This was directed to- 
ward group activity and social contact. Gradu- 
ated motor activity was encouraged. Equip- 
ment employed: basketballs, parallel bar, 
weight lifting gear, rowing machines, and sta- 
_ tionary bicycles. 

Hydrotherapy. Daily morning needle show- 
ers and scotch douches were applied. These 
gave cutaneous physiological stimulation and 
provided some variation in environment. 

L y. Two group meetings were 
held weekly, with special emphasis upon par- 
ticipation in a rhythm band and later with 
modified eurhythmics. The atmosphere was 
one of permissiveness music therapy was di- 
rected toward socialization and interpersonal 
communication, as well as physical activity. 

Occupational Therapy. Two meetings were 
held weekly at first, then at increasingly fre- 
quent periods. Clay modeling constituted the 
initial activity. Patients progressed to drawing, 
weaving, and carpentry. Purpose: to stimulate 
interest and channelize energies as necessary; 
to increase socialization, and to give a feeling 
of usefulness and accomplishment. 

Pharmacological Therapy. One dram three 
times daily, each patient, elixir of Metrazol 
(.2 gm./dram) and nicotinic acid (.1 gm./ 
dram), for an 8-week period. This constituted 
a nutritional supplement. 

Recreational Therapy. This included daily 
games and outings, in addition to passive en- 
tertainment. It was designed to stimulate pa- 
tients and to provide changes in environmental 
milieu. 

‘ Group Psychotherapy. Patients met twice 
daily for 15-minute sessions of group psycho- 
therapy. A special psychotherapy room was 
set aside on the ward, to be used for this pur- 
pose. The room had been decorated, was fur- 
nished with a variety of upholstered chairs, 
and provided a pleasant, noninstitutional at- 
mosphere. For the first month, refreshments 
were served following the afternoon session. 
Observers from among the ward personnel 
were encouraged to attend the group psycho- 
therapy meetings. Psychotherapy was oriented 
toward two goals: 1) increase in social and 
interpersonal communication among the pa- 
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tients, and 2) affirmation of the reality situa. 

tion, even if this meant denial of delusional 

content or rejection of the patient's behavior 

The group therapist took an active role during 
_the meetings. 

Electroshock—Fherapy. EST was not ad 
ministered immediately upon commencing thi 
project. It was held in abeyance in order tha 
the efficiency of these several treatment modal 
ities, especially group psychotherapy and th: 
therapeutic ward climate, be qualitativel 
evaluated. Furthermore, it was considered tha: 
preparatory treatment as described above woul: 
be vital in attaining and maintaining thos: 
gains which accrued from EST. The latter was 
therefore, not administered until the end o: 
the fifth week. Shock treatments were ad. 
ministered with an Offner apparatus using th 
instantaneous technique, modified with the us: 
of anectine which allowed us to treat thes: 
older men with EST. Patients received an in- 
jection of 0.6 mg. of atropine at 8:00 a.m. and 
then proceeded to the waiting room whenc 
they were summoned individually for treat- 
ment. A clinical psychologist remained with 
the patients in the waiting room to reassure 
them and emotionally to support them. EST 
was administered every morning, five days in 
sequence. 

A clinical psychologist was assigned to the 
demonstration ward to serve as direct consult- 
ant to the project personnel. His primary 
mission was the creation of a therapeutic at- 
mosphere within the ward. The psychologist 
held two concurrent series of weekly meetings 
with the ward personnel and with members 
of the ancillary services. One series constituted 
an inclusive meeting attended by all staff mem- 
bers who had continuing contact with the pa- 
tients: nurses, aides, rehabilitation therapists, 
ward psychiatrist, and social service. The sec- 
ond series was held only with the nurses and 
aides, who had most frequent contact with 
the patients. This was necessary since inter- 
personal and administrative problems arose 
which required more immediate action or con- 
sultation from the clinical psychologist and 
ward psychiatrist: e.g., assaultive behavior, 
destruction of property, attendance at therapies. 
By the end of the eighth week, the need for 
the second series had been dissipated. It was 
therefore discontinued. 
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The clinical psychologist was group leader 
for the inclusive weekly conference. He led 
the group in discussing the patients, the prog- 
ress they had made, and the reasons for 
changes in patient behavior. Staff-patient re- 
lutionships and staff interrelationships were 
considered, Examples and incidents concerning 
patient behavior were brought to the group by 
its members. The consultant psychologist at- 
tempted to maintain a minimally directive at- 
titude, but did take an active role when this 
was deemed necessary. Full records were kept 
of the members’ comments and verbalizations, 
to ascertain extent of change in therapeutic at- 
titude and reactions toward the demonstration 
group. The demonstration project was evalu- 
ated as a growth experience for the staff par- 
ticipants. 

Control patients received the customary 
therapies as prescribed by their ward psychiat- 
rist in accordance with his treatment plan. At 
various times and for diverse intervals, control 
patients were assigned to corrective therapy, 
manual arts therapy, music therapy, occupation- 
al therapy, or recreational therapy. All control 
patients received at least one of these therapies 
during the period under consideration. Nine 
of the ten received two or more types of treat- 
ment. 


RESULTS 


Various records and protocols were sub- 
mitted to quantified treatment: 1) Behavioral 
Rating Scale, 2) Multidimensional Scale, 3) 
Weekly Rating Scale, and 4) Psychomotor 
Efficiency Tests. Qualitative observations were 
derived from the nurses’ and attendants’ daily 
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records, stenographic accounts of the inclusive 
weekly staff meeting, an anecdotal log main- 
tained by the consultant clinical psychologist, 
from accounts of group psychotherapy and 
from reports by rehabilitation personnel. 

Since the patients in the two groups were 
individually matched, statistical tests of signi- 
ficance of mean differences employed the form- 
ulae for related measures (Lindquist). The 
F-tests were made according to McNemar. 

Table 3A compares demonstration group 
scores with control group scores attained on 
the BRS. The significance of the differences 
in means before and at intervals during the 
experiment is evaluated, and significance levels 
are reported. By the end of the ninth week the 
demonstration group was significantly superior 
to the control (P < .02). During the third 
month its superiority decreased somewhat; at 
this time the probability level dropped to .10. 

Table 3A and 3B sets forth comparative 
BRS data for the control group against itself 
progressively from the beginning of the experi- 
ment; it includes similar data for the demon- 
stration group. The mean BRS score of the 
control group has not changed significantly 
with the passage of time. It is now lower 
(from 40.0 to 33.9) but the decrement is not 
statistically significant. 

The mean BRS score for the demonstration 
group rose steeply following the application 
of EST. It attained its maximum at the end 
of the ninth experimental week (table 3A, 
column 4: 9th week). Since then there has 
been some minor decrement in the group’s 
mean BRS. 


TABLE 3A.—INTERGROUP COMPARISONS OF DEMONSTRATION (D) AND CONTROL (C) 
SCORES ON BEHAVIORAL RATING SCALE 





Experimental Week 





Statistic 





Pre-Experiment 5th week 9th week 13th week 
> mean score ........... 40.8 45.3 57.8 331 
© mean score .........5. 40.0 S77 32.8 33.9 
Fag aap pheasant 0.34 1.46 2.99 2.15 
Me Rie Sok Sha ha 6 .8—.7 .2—.1 .02—.01 -10—.05 
D vatiance .......<... 198.71 168.74 502.17 613.51 
a 247.08 305.49 295.27 342.26 
ts Se cee eran 1.24* 1.81* 1.70* 1.79* 





* Not significant at 5 per cent level of confidence. 
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TABLE 3B.—INTRAGROUP COMPARISONS OF DEMONSTRATION (D) AND CONTROL (C) 
SCORES ON BEHAVIORAL RATING SCALE 





Comparison* t 


re F 





Cp vs. 
Cp vs. 
Cp vs. 
C5. ‘vs. 
Dp vs. 
Dp vs. 
Dp vs. 
D5 vs. 


0.81 
1.63 
1.41 
2.14 
0.90 
2.37 
1.63 
2.53 


.50—.40 
.20—.10 
-20—.10 
-10—.05 
40—.30 
-05—.02 
.20—.10 
.05—.02 


1.23t 
1.19f 
1.38 
1.03t 
1.17} 
2:52% 
3.08t 
2.97f 





* Control and demonstration group mean scores, respectively, pre-experiment (Cp, Dp) and during the 
5th, 9th, and 13th experimental weeks (C5, C9, C13; D5, D9, D13). 


+ Not significant at 5 per cent level of confidence. 


Table 4 compares demonstration with con- 
trol findings on the Multidimensional Scale. 
Each patient had been rated by an observer 
during the third week of the program’s course, 
and again by the same observer 12 weeks later 
(15th experimental week). The data in table 
4A are concerned with degree of pathology 
as measured by the scale (Lorr). A higher 
score reflects greater pathology. By the 15th 
week, the demonstration group had improved 
significantly over the control group (P < .05). 
Table 4B presents the results of significance 
tests which contrast the control group with 
itself successively during the experimental 
period to date. It presents similar tests for 
the demonstration group over the same time 
interval. Although the mean scores tend to 
show increasing pathology for the control 
group as time progresses (see table 4A), and 
decreasing pathology for the demonstration 
group (table 4A), these intragroup trends do 
not attain statistical significance (see table 4B). 
However, when groups are compared with 


each other at the end of the 15th week (as in 
table 4A), then definite improvement is shown 
for the demonstration group over the contro! 
group during the elapsed time interval. Not« 
that table 4A, column 2 (third experimental 
week) shows a healthier mean MSRPP scor« 
for the demonstration group, although it does 
not attain statistical significance. The experi- 
ment had been in progress for 3 weeks prior 
to these Multidimensional Scale ratings, and 
during this period the demonstration group 
had already shown improvement according to 
the Weekly Rating Scale. This accounts for 
the somewhat higher initial Multidimensional 
pathology score received by the control group. 
The initial variability of the control group 
exceeds that of the demonstration group. This 
is consistent with the difference in means, and 
is due to the divergent effect of the program 
upon the two groups: demonstration versus 
control. By the 15th experimental week, when 
the MRS means had become more pronounced- 
ly divergent, the variances became less so. More 


TABLE 4A.—INTERGROUP COMPARISONS OF DEMONSTRATION (D) AND CONTROL (C) 
SCORES ON MULTIDIMENSIONAL RATING SCALE 





Initial Rating, 3rd 


Statistic 


Experimental Week 


15th Experimental Week 





D mean score 
C mean score 


47.91 
60.53 
1.02 
40—.30 
257.79 
836.99 
3.24 


43.07 
65.77 
2.77 
.05—.02 
234.02 
648.98 
237° 





* Not significant at 5 per cent level of confidence. 
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TABLE 4B.—INTRAGROUP COMPARISONS OF DEMONSTRATION (D) AND CONTROL (C) 
SCORES ON MULTIDIMENSIONAL RATING SCALE 





Comparison t 


r 





D (week 3 vs. week 15) ... 
C (week 3 vs. week 15) ... 


1.05 
1.08 





* Not significant at 5 per cent level of confidence. 


and more of the control patients showed great- 
er pathology, whereas the demonstration pa- 
tients showed decreasing pathology. 

Figure 1 (Weekly Rating Scale) is a graphic 
representation of the contrasting results for 
demonstration and control groups as measured 
by the WRS. It parallels the results obtained 
with BRS and MSRPP, and epitomizes the 
findings of this study. It will be recalled that 
each demonstration patient was rated weekly 
on this brief scale by all staff members (nurses, 
aides, therapists, etc.) who served that pa- 
tient. Initial ratings for the demonstration 
patients were made during the second week, 
and continued weekly thereafter (fig. 1, broken 
line). These same scales were completed 
monthly for each control patient by his ward 
nurse who was familiar with him. The number 
of raters was reduced for the control patients 
in order that the patients’ identities remain 
unknown to the staff. This avoided biased 
treatment. The continuous line in figure 1 
represents developments for the control group. 
The ordinate is a sliding scale, starting with 
the “unchanged” or zero (0) score during the 
first rating week for both groups. Thus, week 
3 for the demonstration group was compared 
against week 2 rather than week 1. The week 
immediately preceding was always taken as 
the baseline or zero point, and increments or 
decrements were considered from this base- 
line. The weekly graphing for the demonstra- 
tion group was derived from the median gain 
or loss of all 10 patients. The circles represent 
median scores; extensions above and below 
represent the 75th and 25th percentiles. The 
graphic portrayal of changes upward toward 
improvement within the demonstration group 
is dramatic, particularly when contrasted with 
the control's steady horizontal course. Electro- 
shock treatment, administered to the demon- 
stration group during the sixth experimental 
week (figure 1, EST 2/22—2/26/54, had a 


ys es eee 


OF +1 
CHANGE 0 ol 





t 
-I 
-2 


staat or 
woe 








23485 6 8 ol 2 8 4 5 
LEGEND Ww e « $ 
“=-@-~ DEMONSTRATION GROUP MEDIAN 
—@- CONTROL GROUP MEDIAN 
T 75” PERCENTLE 
4 25" PERCENTILE 


Fic. 1. Degree of change of demonstration and 
control groups as measured by weekly rating scale. 


pronounced ameliorative effect upon patient 
symptomatology. The slope of change there- 
after in figure 1 veered sharply upward, reflect- 
ing accelerated change in the direction of im- 
provement. 

The results of the psychomotor tests of effi- 
ciency are presented in table 4 (pre-experi- 
mental status) and table 4 (ninth experimental 
week). Mean scores are reported in the tables, 
and also the number of patients with non- 
cooperative or unscorable responses. The num- 
ber of patients producing scorable responses 
is 10 minus the number of patients producing 
unscorable responses. Thus, table 5A, the row 
for digits forward (A.M.), five demonstration 
patients gave scorable responses with mean 
score 5.8, and five control patients gave scor- 
able responses with mean score 5.4. These 
table 5A data indicate comparable initial status 
for demonstration and control patients. Table 
5B shows no evidence of special change dur- 
ing the experimental period through the ninth 
week. In this connection, the paucity of co- 
Operative responses renders the data unsuitable 
for complex statistical analysis. Qualitative 
comparative analysis of groups, pre- and post-, 
with regard to the number of cooperative pa- 
tients within each subtest and for the totals, 
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TABLE 5A.—TESTS OF PSYCHOMOTOR EFFICENCY: PRE-EXPERIMENT DATA 





Number of Patients 


Mean Data on Patients 























Test Time with Unscorable Responses with Scorable Responses 
Demonstration Control Demonstration Control ’ 
Digits forward A.M. 5 5 5.8 5.4 
P.M. 6 6 6.2 4.7 
Digits backward A.M. 5 5 2.8 3.4 
P.M. 6 6 3.7 22 
Counting backward 5 6 — —— 
Time A.M. — _ 15”.4 aS” 
No. of errors -- -- 0.60 0.00 
6 7 a a 
Time P.M. ~- 12° 18”.8 
No. of errors _- —- 0.25 0.00 
Fluency A.M. 4 6 3.0 3:7 
P.M. 5 Z 4.0 4.3 
Dynamometer A.M. 3 6 23.5 kg. 32.2 kg 
P.M. 4 6 26.3 kg. 34.1 kg 
Estimating 20” A.M. F 7 — — 
mean deviation -— — sf Ta | 4” 3 
from 20” 
P.M. 6 7 — ea 
= _ 12” 8 6°A 





is revealing. Both demonstration and control 
patients give generally fewer unscorable re- 
sponses to the tests of table 5B (ninth experi- 
mental week). 

The change in ward regulations and ward 
climate for the demonstration patients has 
been a remarkable step for them. Their pres- 
ent ward is unlocked. Its occupants (other 
than the demonstration patients) are privi- 
leged, non-psychotic, and awaiting discharge. 
A number of problems arose at the beginning. 
One of the most serious was the assaultive be- 
havior of a demonstration patient. Once he 
struck a nurse, a second time he hit an aide. 
It was necessary to illustrate to the group that 
such behavior was unacceptable even from a 
psychotic patient. The need for isolation was 
apparent, but it was necessary to implement 
the decision by discussion with ward. personnel. 
It was concluded that any assaultive patient be 
removed to a seclusion room for 10 minutes 
immediately following his act, and that the 
reason for this action be made clear to him. 
Patients not in contact seemed to realize what 


was happening and some who were excited 
or agitated (e.g., patient D10—see later) were 
calmed by seclusion. 

Another problem was that of elopement. 
Patient D9, concerned with leaving the hos- 
pital to go to New York, did make an abortive 
attempt to elope at one point when he was 
given his own clothes. Again it was essential 
to discuss with ward personnel the administra- 
tive steps required in dealing with this and 
similar problems. Close liason was necessarily 
maintained with ward personnel. The role of 
consultation was vital in maintaining high 
standards of patient care. Many supplementary 
and informal conferences occurred. These 
series of meetings served a variety of purposes. 
They enabled each person working with the 
patients to disseminate his knowledge concern- 
ing them. They provided a fine opportunity 
for discussion and constituted an excellent 
teaching device. Psychodrama and role-playing 
techniques were applied as necessary, and gen- 
eral principles of psychological treatment were 
successfully imparted. Problems continually 
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TABLE 5B.—TEsts OF PSYCHOMOTOR EFFICIENCY: NINTH EXPERIMENTAL WEEK 
q Number of Patients Mean Data on Patients 
Test Time with Unscorable Responses with Scorable Responses 
: Demonstration Control Demonstration Control 
D zits forward A.M. 4 3 5.50 6.00 
P.M. 4 4 6.00 5.16 
Dizits backward A.M. 4 2 3.83 3.00- 
P.M. 4 4 3.33 2.33 
Counting backward A.M. 4 — — 
Time —- — 16” .83 20”.50 
No. of .errors - — 0.33 0.16 
Time P.M. 5 6 — — 
No. of errors — — 11”.80 22” .00 
—_— —- 0.20 0.25 
Fluency A.M. 3 4 5.28 3.66 
P.M. 5 5 4.20 3.40 
Dynamometer A.M. 1 3 26.72 kg. 27.28 kg. 
P.M. 1 5 27.50 kg. 28.30 kg. 
Estimating 20” A.M. 4 4 — — 
mean deviation — — 28” .66 13”.41 
from 20” 
P.M. 4 6 — — 
= _ 9” 91 3” 73 





arose because the patients chosen for this pro- 
ject were among the most severally ill in the 
entire psychiatric service. This point, along 
with some qualitative features, can best be il- 
lustrated by brief sketches of these patients’ 
behavior. In this qualitative description of the 
patients it must be stressed that seemingly 
minor bits of behavior actually had a marked 
significance. Thus, when demonstration patient 
D7 sat down for the first time and looked 
about alertly after many months of catatonic 
stupor and muteness, it was apparent that a 
most important and positive change had oc- 
curred. For this patient the episode constituted 
a profound alteration in his behavioral pat- 
tern. Acceptance of privileges by patients DS 
and D9 definitely reflected improvement in 
their social adjustment. It was a dramatic 
moment when patient D3 shook hands with a 
staff member for the first time. Jubilant were 
the ward personnel on the day that patient D10 
put an end to his compulsive undressing and 
dressing. Thus, ostensibly slight changes in 
the behavior of these long-term patients were 


truly great changes when viewed sequentially 
from the reference point of their previous 
behavior. 


Demonstration Group (D) 


Patient D1, hebephrenic schizophrenic, age 58, 
first ‘admission 1920, continuously hospitalized. Ex- 
treme hoarder, stuffed cigarette butts, dirty linen, 
etc. into his clothing. Appeared hump-backed be- 
cause of a large wad of newspapers he carried about. 
When addressed, gave vigorous nod of the head, 
and said “yeah,” but did not otherwise speak. Paced 
about a good deal. Always wore a dirty cap. 

Patient improved following EST. For a while, 
he did not insist on wearing his cap, and his hoard- 
ing behavior abated. He seemed eager to gain atten- 
tion and recognition and would hold out his hand 
to personnel to shake. Fifteen weeks postexperiment, 
patient maintains some improvement but continues 
to hoard worthless items. When confronted with 
his behavior, he feints at his accuser although he 
is not assaultive. He has been recommended for 
further EST. 

Patient D2, hebephrenic schizophrenic, age 55, 
first admission 1920, continuously hospitalized. Was 
silly and acted the part of the “clown.” Constant- 
ly gestured to gain attention. Exhibited his knees, 
breasts, and teeth in grotesque fashion. Legs were 
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ulcerated due to constant picking and irritation. 
Spoke in a loud, garbled, incomprehensible fashion. 
Smoked cigarettes with burning end in his mouth, 
then used the wet end to write on the wall. 

At the very start of the experiment, an increase 
in the patient’s abnormal behavior was noted. He 
broke a window, loosened light fixtures, and distrib- 
uted wrapped feces about the ward. The patient 
received only two EST because of medical contra- 
indications, at which time he was transferred to an 
infirmary ward. Here he became extremely passive 
and infantile. Following transfer back to the dem- 
onstration ward his behavior again became oriented 
toward obtaining attention. Fifteen weeks postexperi- 
ment this patient no longer destroys ward property. 
Occasionally now he is pleasant in conversation. 
His bizarre mannerisms are less evident. 

Patient D3, catatonic schizophrenic, age 58, first 
admission 1930, continuously hospitalized. Patient 
constantly maintained a standing, catatonic pose in 
the corridor. Usually he stood with an arm and leg 
raised, mumbling to himself. When addressed, he 
responded only with references to “ancient free 
accepted Masons.” His mannerisms and gestures 
were numerous and bizarre. 

The patient improved quite dramatically following 
EST. He continued to perseverate on topics concern- 
ing Masonry, but did engage in other discussions 
and did make pertinent responses. He rarely stood 
in a catatonic pose. He was cooperative during all 
therapeutic procedures and could relate himself 
socially to certain personnel. Eating habits remained 
poor but the patient occasionally laughed and did 
participate well in group therapy. Fifteen weeks 
post-experiment, patient shows some _ retrogression 
following the improvement exhibited after EST. He 
is less social, resorts more frequently to talk about 
the Masons. He still participates actively in cor- 
rective therapy. 

Patient D4, paranoid schizophrenic, age 60, first 
admission in 1944, continuously hospitalized. Called 
himself “Jesus Christ,” “the devil,” “Jupiter,” and 
a “Chinese mystic.” He often ‘telephoned’ the 
planet Mars. Remained in an alcove in the day room 
and allowed only two other patients near him. He 
wore strings and rubber bands on his fingers and 
forehead to “keep off the pressure.” Patient often 
shouted, swore, and called “my own FBI” by cupping 
his hand over his ear. 

Following EST, patient improved markedly, re- 
ceived a privilege card, and requested to be dis- 
charged that he might go to work. He thought 
that perhaps he had just been admitted to the hos- 
pital, and he presented the picture of a minor anxiety 
reaction with some slight depression. He had no 
memory of his former delusions and hallucinations. 
After a few weeks, he began to regress. A few of 
his strings reappeared, he again seemed to be hal- 
lucinating, although much less than before. Fifteen 
weeks post-experiment, patient still wears a few 
strings, but is much more social. He is now gen- 
erally cooperative in marked contrast to his earlier 
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state. Hallucinations and references to Mars or the 
devil are rare. He is on partial privileges. 


Patient D5, hebephrenic schizophrenic, age 52, 
first admission in 1915, four subsequent admissions, 
continuously hospitalized since 1939, with one trial 
visit in 1939. Alternated between periods of good 
contact in which he was cooperative, depressive 
phases when he was mute, sloppy, and threatened 
assault, and excited periods when he shouted «nd 
laughed inappropriately. 

Patient gradually improved, especially follow ng 
EST. He has had a privilege card, and has been 
regarded as a “leader in the group. He heljed 
other patients of the demonstration program, nd 
was best accepted by the younger, nonpsychctic 
patients on the ward. He performed well on_ his 
responsible work detail (printing pharmacy labels). 
The patient wished to go home for a holy «ay 
visit, but was rejected by his family through writien 
communication. This precipitated one of the de. 
pressive episodes which had characterized his pre- 
experiment behavior. Fifteen weeks postexperiment, 
it has therefore been necessary to cancel his privilege 
card and work detail. He himself has asked for 
transfer to the acute treatment ward. He is recom- 
mended for further EST. 

Patient D6, catatonic schizophrenic, age 57, first 
admission 1923, continuously hospitalized. Was 
mute, frequently incontinent, often did not walk: 
had to be helped in a wheelchair. He required 
feeding since he ate only bread and coffee if left 
to himself. 

Patient improved slightly following EST. He 
whispered a few words in Italian and in English, 
the first his family had heard in 15 years. This 
improvement was not long maintained. The patient's 
wheelchair finally was removed, but feeding remained 
a problem. He was now only occasionally incon- 
tinent, but had frequent diarrhea. Fifteen weeks post- 
experiment, patient is generally unchanged when 
compared with his pre-experiment behavior although 
he does show increased reactiveness to the environ- 
ment in the form of greater resistance. 

Patient D7, hebephrenic schizophrenic, age 57, 
first admission 1924, continuously hospitalized. 
Stood in a catatonic posture, head bowed and hands 
at his sides. He never spoke, and ate with his 
hands. His nose continuously was running. 

Patient showed gradual improvement, and follow- 
ing EST, spoke in both English and Yiddish. He 
used eating utensils, and participated in gymnastic 
recreation. Recently he retrogressed, and now no 
longer speaks. He was transferred to an infirmary 
ward for treatment of swollen ankles. Fifteen weeks 
postexperiment, he continues to participate well in 
corrective therapy. At times he appears alert. 

Patient D8, catatonic schizophrenic, age 52, first 
admission 1923, continuously hospitalized. Seemed 
confused and surprised by environment, moved slow- 
ly, would not eat unless continually reminded that 
there was food in front of him. Mute, but occasion- 
ally mumbled under his breath. 
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Patient was unchanged following EST, and re- 
nains so 15 weeks postexperiment. He had recent- 
iy begun to receive drum lessons and is reported to 
have a good sense of rhythm. He does not com- 
rnunicate verbally, but frequently now he peers out 
if the windows as though he is seeing the hospital 
zrounds for the first time. Occasionally he mumbles 
what the hell!’ or similar expletives. Although his 
cating habits continue to be poor, he shows more 
socially oriented behavior than before. 


Patient D9, paranoid schizophrenic, age 58, first 
admission 1924, four subsequent admissions, con- 
tinuously hospitalized since 1948. He was extremely 
paranoid, and would walk away from personnel 
who approached him but followed personnel when 
they left. Constantly asked to be discharged to 
New York City. Used to shout and to kick at the 
door when angry. Said there was a machine outside 
which influenced his thoughts. Said that all records 
which are dictated by doctors are about him. Never 
sat down, always pacing. 

Patient improved while receiving EST, related 
himself very well to personnel, and was pleasant 
and cooperative for a brief time. He regressed some- 
what temporarily and began demanding to go to 
New York City. Since then he has again improved. 
Fifteen weeks postexperiment, patient shows dramatic 
improvement over preexperimental behavior. He has 
a privilege card, goes out on pass unaccompanied, 
and is an assistant in the Recreation Sports Section 
where he does an excellent job. He has made friends 
in the hospital. He has some physical complaints, 
but considers himself ready for discharge. He has 
disassociated himself from the demonstration group 
and prefers to seek friends among personnel and 
among those patients who are not psychotic. 

Patient D10, paranoid schizophrenic, age 55, first 
admission in 1940, contifuously hospitalized. Con- 
stantly undressed himself, turned his clothes inside 
out, dressed himself again, and then repeated the 
ritual. Jumped on tables, threatened assault, often 
paced up and down, turned furniture around (in- 
cluding couches) to “straighten out the world.” 
Hallucinated actively. 

Patient gradually decreased this behavior and com- 
pletely stopped it following EST. He was coopera- 
tive in all ward procedures. Gradually he began 
to regress, at first whispering to imagined figures 
and then talking to them while disregarding reality 
figures in his environment. Fifteen weeks postexperi- 
ment, he now undresses only rarely, does not jump 
on tables nor turn furniture around. He still hal- 
lucinates although not as often as before. 


Control Group (C) 


Patient C1, catatonic schizophrenic, age 59, first 
admission 1918, continuously hospitalized. Unco- 
Operative, paced up and down with hands in pockets, 
constantly swore. He avoided personnel and was 
resistive to all procedures. He often threatened as- 
sault. He hallucinated frequently and had outbursts 
of temper. 

Patient has remained essentially the same during 


the 15 weeks since start of experiment. For a while 
he made occasional verbal requests to ward person- 
nel for transfer to a quieter ward. He now con- 
tinues to hallucinate and paces up and down in a 
disorganized fashion. 


Patient C2, paranoid schizophrenic, age 63, first 
admission 1933, subsequent admission in 1935, con- 
tinuously hospitalized since. He was suspicious and 
said that doctors and nurses were murderers and 
poisoners. Patient stayed by himself, pacing and 
looking out of the window. He would run away 
when approached. Fifteen weeks postexperiment, he 
is slightly friendlier: he still avoids interpersonal 
relationships but will smile at jokes, albeit sus- 
piciously. During this 15-week period, has been 
characterized by hostility and seclusiveness. 

Patient C3, hebephrenic schizophrenic, age 62, first 
admission 1920, subsequently admitted in 1925, con- 
tinuously hospitalized since. Patient generally stood 
in a corner and was seclusive. 

Patient remains essentially unchanged, 15 weeks 
postexperiment. He was a feeding problem for a 
short period of time. 


Patient C4, paranoid schizophrenic, age 57, first 
admission 1940, continuously hospitalized since 
then. He swore and was uncooperative, often refus- 
ing to go to appointments. He had grandiose ideas, 
and was suspicious of everyone. His attitude varied 
frequently from friendliness to verbal abusiveness. 
Patient continues verbally abusive and hostile 15 
weeks postexperiment, although perhaps slightly 
more cooperative. He has grandiose notions with 
quick changes in attitude as before. 

Patient C5, hebephrenic schizophrenic, age 57, first 
admission 1922, since then continuously hospitalized. 
He rarely spoke. Patient sat all day, eyes closed, 
shaking his head from side to side. 

Fifteen weeks postexperiment, patient is un- 
changed. He frequently hits himself on the chest in 
addition to shaking his head. At times he is re- 
sistive and hostile. 

Patient C6, paranoid schizophrenic, age 60, first 
admission 1923, continuously hospitalized. He was 
withdrawn and fearful. His appearance was sloppy, 
unkempt, and he spoke very little. He sat generally 
with his head drooping down on his chest. 

No improvement is shown 15 weeks postexperi- 
ment. Feeding is now a problem, for the patient 
is diabetic and eats food of other patients in defiance 
of his diet. 


Patient C7, hebephrenic schizophrenic, age 57, first 
admission 1918, continuously hospitalized since 
then. Patient walked about mumbling and picking 
up any scraps or pieces of dust on the floor. He 
spoke in a sing-song tone. 

Slight improvement has been noted since then. 
Patient accepts cigarettes from the aide where previ- 
ously he smoked only butts from the floor. He is 
able to converse with patients at times, although his 
conversation is still slightly limited. Change in his 
behavior started after his return from the infirmary 
ward. Fifteen weeks postexperiment the patient 
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shows great flyctuation in behavior. One day he is 
good-natured and can be joshed, the next day he is 
assaultive. 

Patient C8, hebephrenic schizophrenic, age 55, first 
admission 1925, continuously hospitalized. He was 
suspicious and spoke only when addressed. He sat 
with eyes closed or staring straight ahead. He was 
isolated and withdrawn. Occasionally he had verbal 
outbursts. 

Fifteen weeks postexperiment, this patient is un- 
changed. He refuses to attend his prescribed 
therapies, and remains seclusive and withdrawn. 

Patient C9, hebephrenic schizophrenic, age 58, first 
admission 1921, continuously hospitalized, and rarely 
spoke. He was passive and withdrawn. He ate 
excessively. 

During this 15 weeks, the patient has shown some 
slight improvement. He participates in ward games 
if encouraged and seems slightly more gregarious. 
His smiling and his overeating remain as before. 

Patient C10, paranoid schizophrenic, age 58, first 
admission 1941, continuously hospitalized. He had 
a privilege card and was on an open ward. He was 
frequently irritable, with occasional outbursts of 
anger. Usually he stayed by himself, completing 
jigsaw puzzles. He spoke politely to personnel. 

Fifteen weeks postexperiment, the patient remains 
unchanged. He is resistive to the slight changes in 
ward routine. He engages in little communication 
with other patients. 


DIscussiION 


This demonstration has elicited considerable 
interest among the nursing personnel, the staff 
of the psychiatric service, and the ancillary 
treatment staff, as well as administrative divi- 
sions such as Dietetics. It is a difficult and 
complex type of project, which can be ac- 
complished only through the full cooperation 
and participation of the nursing service and 
rehabilitation staff. The program constitutes 
a learning and growth experience for all mem- 
bers involved. Personnel caring for the pa- 
tients have learned a great deal from the pro- 
ject, and experience a state of high morale. 
This is evident in their comments and behavior 
concerning the project. One ward nurse at- 


tends the special staff meetings even while oh 
leave. She has taken home slipper socks be- ~ 


longing to a demonstration patient in order 
to mend them. Ward aides constantly express 
their surprise at the behavioral improvement 
shown by the demonstration patients. This is 
especially true of those aides who knew pa- 
tients when they were on the “locked” chronic 
ward. As a result of the demonstration pro- 
ject, ward personnel have contributed the 


i terpersonal stimulation. 
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names of patients still on locked wards whom 
they feel might benefit from another such 
rogram. 
/~The experimental patients were placed to- 
gether on one ward in order that they might 
live together, eat together, and socially engag« 
in all activities. Interaction derived from grou 
psychotherapy and other rehabilitative treat 
ment hence was carried over into their warc 
\activities. In previous psychotherapy conductec 
with a group of long-term schizophrenics, ar 
intelligent paranoid patient had asked: “Why 
is that group rapport ceases when the group 
meetings end?” In this former group. patient: 
had come together twice a week from thei) 
several wards, and little social carry-over fron 
the therapeutic meetings was observed. Rea 
soning from this cue, it was considered thai 
social interaction would be enhanced throug! 
,;placement of all the demonstration patients 
‘within the same ward. Increased social inter 
action has definitely been noted. On one oc- 
casion, the usual ward activity was cancelled 
and by mistake three of the most disturbed pa- 
tients in the group became separated from thc 
remainder of the group. They were later found 
waiting outside the door of the room in which 
the scheduled activity ordinarily took place, 
having gone there by themselves. One of the 
patients was leading the other two. Social in- 
teraction has also been noted in that certain 
patients distribute their candy and cigarettes 
to other members of the group. Some of the 
patients push the wheelchairs of others. 
“he move to the open ward represented a 
most significant environmental change. The 
, unlocked doors constituted a remarkable event 
'for the group. Furthermore, they were now 
living with younger, neurotic, and recovered 
patients who were nearing discharge from the 
hospital. The demonstration patients were no 
longer surrounded by determined, psychotic 
patients who constituted the sole source of in- 
The effect on the 
younger neurotic patients was immediate and 
proround. From the moment the combined 
ward was formed, discontent was voiced by 
the younger men. Two patients sought dis- 
charge against medical advice, ostensibly bc- 
cause the long-term patients had invaded their 
life. It was necessary to hold several meetings 
with the younger men to discuss their feelings 
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in this regard. Their predominant complaints 
were those of fear. The scope of the problem 
was fully described to them, and it was ex- 
piained how the long-term patients might 
b nefit from such placement on an open ward. 
Tie meetings ended on a note of altruism. 
Some of the younger patients asked how they 
might help their fellow-patients. They were 
informed that they would be of greatest assist- 
auce by setting a good example for the long- 
term patients. 

Initially, little or no positive interaction oc- 
curred between the two groups. The neurotic 
patients voiced complaints about the noise 
(usually in response to hallucinations) made 
by some of the demonstration group. After 
the phase of high resistance, positive inter- 
action took place. This has gradually increased 
in extent. The younger men now adopt a 
protective attitude. They feel proud to have 
been associated with this project, for they 
have witnessed what they regard as near- 
miraculous changes in the behavior of the 
demonstration patients. Some of the demon- 
stration patients have been accepted as equals 
by the younger men. For example, one of the 
former is “Scrabble” champion of the ward. 
Another has been accepted as a peer in the 
neuropsychiatric patient newspaper office. Re- 
ferences to some of the demonstration patients 
are now on a first name basis. Two members 
of the demonstration group currently share 
semi-private rooms with two of the younger 
patients. They eat together in the privileged 
dining room and seem to have been completely 
assimilated by the younger men. Those dem- 
onstration patients who were extremely with- 
drawn and who made no friendly overtures 
toward the neurotic patients have been accepted 
on a “live and let live” basis. In two in- 
stances, these patients were adopted as “pro- 
jects” by the healthier patients who desired to 
help them and perhaps to understand them. 
A warm, friendly climate characterizes the 
ward. Both groups apparently have profited 
from each other. The choronically ill patients 
seek to identify themselves with their fellow 
patients in terms of tidiness, etc. The younger 
men have gained therapeutically from the al- 
truistic act of helping fellow men. Psycho- 
neurotic and/or recovered younger patients 
transferred to this open ward prior to dis- 
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charge accept the demonstration patients as 
fellow patients. They respond to them as in- 
dividuals, just as they do to the other patients 
on the ward. 

The goal of this demonstration program is 
not necessarily to discharge the long-term ex- 
perimental patients from the hospital. Rather, 
it is to improve their condition to the point 
where they will accept privileges and can care 
for themselves on open wards. Discharge as a 
primary goal is unrealistic in view of their 
prior period of lengthy hospitalization. Also, 
relatives are not willing to accept these men 
back into their homes. They have long made 
an adjustment without them, and are loath to 
reorganize their own social orbit with the in- 
clusion of our patients. 

Quantitatively, the results indicate that 
marked improvement has occurred during these 
15 weeks in which the demonstration program 
has been functioning. Definite evidence of im- 
provement is derived from analysis of the 
Behavioral Rating Scale, Weekly Rating Scale, 
and the Multidimensional Scale. Data from 
the brief psychomotor tests of efficiency show 
no evidence of special change during the ex- 
perimental period. The tests apparently do not 
reflect change in sociobehavioral status of the 
patients, and perhaps are unrelated to those 
qualities measured in the several rating scales. 
It is alternately possible that the tests do not 
reflect generalized change because they con- 
stitute only very brief periods of observation. 
Furthermore, they require cooperation which 
lies beyond the volition of the majority of these 
long-term, overtly psychotic patients. The 
number of patients who responded appropriate- 
ly was too small to yield statistical tests of 
significance. 

Qualitatively, changes in these demonstration 
patients have been obvious to all who observe 
them. Some patients have changed remarkably, 
others moderately, a few not at all. The con- 
trol group continues approximately as before or 
perhaps slightly worse, although its loss in 
social communication and adaptiveness of be- 
havior does not attain statistical significance. 

These findings are dramatic, but not un- 
expected in view of general psychiatric experi- 
ence with mental patients. They point up the 
favorable results which issue from active staff 
interest and participation in a full treatment 
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/ program. Staff morale, and psychological sup- 
| port from all echelons on the ward have been 
\ vital to the continuing progress and favorable 
\accomplishments of this program. It was 
natural that waves of pessimism transiently 
flooded the ward and ancillary personnel. How- 
ever, these shoals were navigated successfully 
through the use of group discussion and 
methods which assured strongly positive feeling 
and interest. .How has this program affected 
personnel in other psychiatric wards within the 
hospital? It is our impression that it acts as 
a training program whose effects filter through 
to aides, nurses, and rehabilitation therapists 
beyond the immediate ward concerned. Marked 
interest is shown in the outcome of this pro- 
ject. Nurses and aides often have asked to be 
transferred to the ward where the study is in 
progress. 
“ A main contribution has been the utilization 
of psychological instruments with statistical 
treatment and verification. Although it is 
known that psychotic patients can be helped by 
intensive treatment and by special therapeutic 
interest of the staff, a scientific approach and 
program such as this constituted dramatic proof 
to the hospital community that improvement 
can be accomplished. One need not surrender 
pessimistically, nor conclude that with chronic 
patients effort is useless. This has been em- 
phatically undscored by our selection of patients 
with very poor prognosis. The program serves 
as a most effective training device. It is a 
pilot program: should the present results be 
maintained, then additional long-term patients 
will receive similar treatment. 


SUMMARY 


This was the first report of a comprehensive 
psychiatric treatment program designed to im- 
prove the ward adjustment of long-term 
schizophrenic patients. It described results ob- 
tained during the first 15 weeks of study. A 
variety of treatment modalities was utilized, in- 
cluding EST and with special emphasis upon 
group psychotherapy. The program was un- 
dertaken to demonstrate the potentialities for 
improvement of long-term schizophrenic pa- 
tients. 

Experimental (demonstration) and control 
patients, 10 in each group, were individually 
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matched for age, chronicity, and ward ad- 
justment. Educational level and socioeconomic 
status were equivalent. Control subjects pro- 
ceeded with their usual ward treatment pro- 
grams, but all demonstration subjects wer: 
combined into a social unit and transferred int» 
a separate and open ward. Two group psj- 
chotherapy sessions were conducted daily. Other 
treatments included corrective therapy, hydrc- 
therapy, music therapy, occupation therapy, 
pharmachological therapy, recreation, and EST. 
The personnel of this demonstration ward, tc- 
gether with the rehabilitation staff, participate | 
in special group meetings and discussions. A'| 
patients were studied at the beginning of th: 
experiment and at stated intervals thereafte:. 
Techniques employed were: Behavioral Rating 
Scale, Multidimensional Scale for Rating Psy- 
chiatric Patients, Weekly Rating Scale, and 
brief psychomotor efficiency tests. The en- 
suing data were quantified. 

At the fifteenth week (cut-off date—of_this 
report), the demonstration patients had at- 
tained statistically significant improvement over 
the control patients, as measured by the Be- 
havioral Rating Scale and the Multidimensional 
Scale. Results of the Weekly Rating Scale were 
charted. They were manifestly in favor of the 
demonstration patients. The brief psychomotor 
tests of efficiency failed to differentiate dem- 
onstration from control patients during this 
experimental interval but cooperative responses 
on these tests were too few to permit statistical 
tests of significance. 

Qualitative aspects of the experiment and its 
results were discussed. This demonstration 
program has constituted a stimulating training 
device. 
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PSYCHOLOGICAL EFFECTS OF MAJOR CEREBRAL EXCISION: 
INTELLECTUAL AND EMOTIONAL CHANGES FOLLOWING 
HEMISPHERECTOMY '! 


ADAM MUNZ? ann ALEXANDER TOLOR, Pu.D.* 


PROBLEM 


A restricted destructive type of procedure, 
such as the rémoval of a limited area of the 
brain, has often been resorted to in the hope 
of benefiting patients with brain tumor or sei- 
zures. Relatively little is known, however, 
about the physical and mental changes which 
may accompany a considerably more radical 
brain operation involving the removal of an 
entire cerebral hemisphere. Since more limited 
cerebral operations have been discovered to 
yield, in general, only transitory relief of sei- 
zures in patients who have infantile hemi- 
plegia, the performance of a hemispherectomy 
on such patients has recently found increasing 
favor among neurosurgeons. Infantile hemi- 
plegia is the name assigned to an end-state of 
a variety of pathological conditions in which 
the cerebral hemisphere is affected at some 
time before, during or after birth. 

In almost all cases, before a hemispherec- 
tomy is decided upon, the patient is first dem- 
onstrated to have the following—usually in 
combination: hemiplegia, poorly controlled 
convulsions, and mental abnormalities. The 
removal of an entire cerebral hemisphere is a 
formidable procedure, especially because of 
the serious dangers of shock, of hemorrhage, 
of infection, and of increasing the neuro- 
logical deficit. It is for this reason that it seems 
desirable to subject to the most careful scru- 
tiny the psychological consequences of an 
operation of this type. It is hoped that this 
report, which concerns itself with intellectual 
and personality changes in a series of four pa- 
tients who have undergone hemispherectomies, 


1 The authors wish to express their appreciation to 
Dr. Sidney Carter, of the Neurological Institute and 
Cerebral Palsy Clinic of the Presbyterian Hospital, for 
his assistance in the preparation of this report. 

This report is based on a paper presented at the 
1955 meeting of the Eastern Psychological Association. 

2 Department of Psychology, Cerebral Palsy Clinic 
of the Presbyterian Hospital, New York City. 

3 Department of Psychology, Neurological Institute 
of the Presbyterian Hospital, New York City. 


will be helpful in providing useful informatio: 
to professional workers who have the respons'- 
bility of weighing the advantages and disad- 
vantages of this technique. 

A perusal of the literature reveals very fev’ 
objective psychological studies which attemp 
the assessment of mental changes accompany - 
ing removal of a cerebral hemisphere. In 1 
recent article by Uecker, French, and Johnsoi 
(6) the related literature is reviewed in detail. 
The authors note that with few exceptions 
comparisons of pre- and postoperative psycho- 
logical functioning have been done only in 
very general terms. In their investigation seven 
patients, ranging in age from 13 to 35 years a! 
the time of operation, and having hemiparesis 
since infancy or early childhood in addition to 
poorly controlled epileptic seizures, were sub- 
jected to psychological studies. Adjustment, 
as measured by the Vineland Social Maturity 
Scale, and intelligence, as measured by the 
Stanford-Binet, Arthur Point, and Wechsler- 
Bellevue, were not found to be generally affec- 
ted by the operation. The slight improvement 
in intelligence in the two patients who were 
relatively normal in preoperative intelligence 
was far too small to be considered significant. 

In a study by Krynauw (4), in which 12 
hemispherectomies were performed on patients 
suffering from infantile hemiplegia, marked im- 
provement in behavior, mentality, intellectual 
functioning, and spatial orientation is reported. 
However, except for two patients on whom a 
preoperative Mental Age or Intelligence Quo- 
tient is available, there is no mention made of 
psychological tests. The author’s impression of 
postoperative improvement in psychological 
status was based primarily on highly subjec- 
tive reports from relatives and on some direct 
observation of behavior. The favorable reports 
received from relatives are, of course, subject 
to all the errors of judgment resulting from 
failure to consider natural maturational 
changes and failure to differentiate between 
increased manageability and true changes in 
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intellectual functioning or personality dy- 
namics. 

Karnosh and Gardner (2), reporting on four 
j.atients who were operated in order to accom- 
) lish extirpation of an invasive tumor near the 
center of the right cerebral hemisphere, also 
rclied heavily on anecdotal accounts. No men- 
ton is made of the type of mental tests used 
aad the impression gained is that these inves- 
tiyators depended in large part upon inter- 
\ ews with friends and relatives and on clinical 
impressions. Comparisons between pre- and 
postoperative test data are lacking. 

One of the few reports in which objective 
psychological test data are presented is that of 
Cairns and Davidson (1) who found very dra- 
matic and favorable changes in the mentality 
oi their three patients who had a hemispherec- 
tomy performed. However, it would seem that 
their patients were initially far less retarded in 
intelligence than those with whom the present 
paper concerns itself. Moreover, a limitation of 
their work lies in the fact that they apparently 
did not include any personality tests as was 
done in the present investigation. 


SUBJECTS AND PROCEDURE 


The present psychological study deals with 
four patients, two males and two females, who 
were between the ages of 14 and 24 at the time 
of operation. The entire cerebral hemisphere 
(the left in three cases, the right hemisphere in 
one), sparing only part of the thalamus and 
basal ganglia, had been removed in each pa- 
tient. The decision to operate was based pri- 
marily on a history of uncontrollable seizures 
as part of a syndrome including hemiplegia and 
mental abnormalities, particularly mental re- 
tardation and behavioral difficulties. For each 
patient at least one battery of preoperative and 
one battery of postoperative tests are available. 
The mental tests, including measures of intel- 
lectual functioning, visual-motor performance, 
and projective material, were administered at 
different periods prior to and following the 
hemispherectomies.* 


‘Dr. Joseph Ransohoff and Dr. Sidney Carter 
presented a report on the operative procedure and 
physical results with three of these patients at the 
December 10, 1954 meeting of the Association for 
Research in Nervous and Mental Disease. 


RESULTS 


For the sake of clarity the precise nature of 
the intellectual and emotional changes found 
in the present study may best be illustrated by 
presenting a fairly detailed account of one of 
our patients who was studied intensively. 
Three batteries were administered preopera- 
tively and three batteries postoperatively 
spanning several years (from ages 4 years and 
7 months to 15 years and 3 months). 


The earliest records concerning this patient indicate 
right-sided focal seizures with spastic paralysis since 
the age of 10 months. A left parietal “sac of fluid” 
was removed during infancy. A history of encephalitis 
is indicated as wel! with an ensuing development of 
status epilepticus. Electroencephalogram results _re- 
vealed the seizures to be originating from a focus in the 
left cerebrum. 

Prior to operation on June 22, 1953, at the age of 
14 years and three months, patient evidenced marked 
behavioral difficulties, was hard to manage, and 
assaultive at home. She was depressed, often cried, 
seemed apathetic, and complained of headaches and 
abdominal pains. It is not clear whether a suicidal act 
she attempted was a genuine effort to do away with 
hereself or not. A psychiatric examination found her 
to be “dependent, insecure, unstable, and depressed”’; 
she was said to feel keenly her social isolation as she 
had very few friends, felt rejected by her parents and 
by people in general. A problem of sibling rivalry 
was also noted. 

Her pre-operative diagnosis was: right spastic 
hemiplegia; right homonymous hemianopsia; right 
central facial nerve paresis. A left cerebral hemiatrophy 
was established by pneumoencephalogram. Seizures 
remained uncontrolled despite anticonvulsant regimens. 

In June 1953 a complete hemispherectomy, including 
the caudate nucleus and globus pallidus as well as part 
of the thalamus, was performed. All of the left hemi- 
sphere was removed except for the medial part of the 
thalamus and the basal ganglia. 

Postoperative neurological status remains un- 
changed. She now walks as well as previous to her 
operation. As was the case prior to surgery there is at 
present no movement of the right hand, but gross 
movements of the right arm were then and are now 
possible. Speech was evaluated and found to be good 
with no gross evidence of aphasia. A greater sensitivity 
to odors and taste is revealed. The patient has now 
been free of seizures for about 22 months. Anticonvul- 
sant medications were gradually reduced and finally 
discontinued. It is reported by her family that she has 
improved significantly in her behavior as she has be- 
come “very quiet” at home, is more pleasant, and has 
no temper tantrums. The somatic complaints as well 
have disappeared, with the exception of an increased 
feeling of fatigue as reported by the school. 
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TABLE 1.—INTELLECTUAL EVALUATIONS OF PATIENT ON WHOM A HEMISPHERECTOMY WAS PERFORMED 





Date of Examination 


Chronological Age 


Test 1.Q. 





October 22, 1943 


November 20, 1944 


June 10, 1953 


Hemispherectomy performed on June 22, 1953 


July 9, 1953 


September 18, 1953 


June 1, 1954 





4 years, 7 months 


5 years, 6 months 


14 years, 3 months 


14 years, 4 months 


14 years, 6 months 


15 years, 3 months 


Stanford-Binet 62 
Merrill-Palmer 69 


Stanford-Binet 
Merrill-Palmer 





Stanford-Binet 
Wechsler-Bellevue 


Stanford-Binet 
Wechsler-Bellevue 52 


Stanford-Binet 56 
Wechsler Intelligence a0 
Scale for Children 





Wechsler-Bellevue 59 








This patient has been examined on six occa- 
sions, not consistently by the same examiner, 
over a period of nearly 11 years. Table 1 indi- 
cates in chronological sequence the results of 
the intellectual evaluations. 

Inspection of table 1 discloses that the pre- 
operative ratings are rather variable, ranging 
from a Wechsler-Bellevue I.Q. of 44 to a 
Stanford-Binet quotient of 71. This variability 
may be attributed to the patient’s frequent 
daily seizures at this time. These are known to 
have a disorganizing effect on intellectual func- 
tioning. However, with the exception of the 
quotient of 44, which was obtained when the 
patient was complaining of headaches, she 
scored at least in the 50 range on all preopera- 
tive tests. Thus, when the single discrepant 
preoperative score is eliminated in making the 
comparative analysis, there is no significant 
postoperative change in intellectual function- 
ing. The absence of a significant increase pre- 
vailed in spite of the practice effect which, as 
a result of repeated administration of the same 
form of tests, is expected to produce a rise in 
1.Q. It can also be seen that the postoperative 
quotients, although derived from three dif- 
ferent scales, indicate a marked decrease in 
variability, doubtless reflecting the cessation 
of seizures. 

The intra-test variability on comparable 
scales has by and large remained the same— 
where she previously scored low, she still does, 


and conversely so. The only marked gain in 
Object Assembly on the Wechsler-Bellevue 
must be eliminated for comparison purposes 
since it is the subtest most subject to the prac- 
tice effect and considered virtually useless by 
the author of that scale for re-test purposes. 

The Bender-Gestalt reproductions demon- 
strate some significant qualitative changes as 
can be seen from figure 1. Her difficulty with 
angulation as evidenced preoperatively is no 
longer as apparent. A greater motor control 
appears indicated as well, as the increased 
firmness of the lines shows. The oversimplifi- 
cation of the more complex Gestalten is com- 
patible with a low intellectual endowment but 
is, curiously enough, not readily reflective of 
the perceptual difficulties so often encountered 
with brain-damaged patients. 

In general, the Rorschach constellation did 
not change markedly, except for being some- 
what more constricted than preoperatively. 
Former examinations revealed problems cen- 
tering around passive-dependent needs, with 
the patient seeing herself at the mercy of ele- 
ments around her, and the need to act out ag- 
gressively as a result of the unacceptability of 
these dependent needs. The basic personality 
picture has not been altered. The tensions and 
problem areas have remained. An interesting 
response to Card I, both pre- and postopera- 
tively, may give a clue to the self-concept under 
the pressure of seizures and when free of sei- 
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PRE-OP. 
JUNE 10-53 





te 


POST- OP. 
JUNE 1-54 





Fic. 1. Comparison of pre- and post-operative Bender-Gestalt reproductions. 


zures. Thus in June, 1953 she saw “A lady and 
aman ... carrying an animal ... animal is very 
wild.” More recently she’saw in the same area, 
“Two people carrying an animal ... two men 
... taking it away to the zoo ... to put ina cage 
... to show the people.” In connection with the 
last response it should be mentioned that the 
patient has attended innumerable clinics, con- 
ferences, consultations, etc., since the opera- 
tion and has been the object of many a curious 
investigator. 

Now to briefly summarize the findings for 
the other three patients. Table 2 presents the 
chronological age, the type and date of opera- 
tion, and intellectual status at different times 
of testing. 

It can be seen that in these severely retarded 
patients no loss in intellectual status occurred 
when an abnormally functioning cerebral hemi- 
sphere was removed. If anything, a slight and 
Statistically insignificant postoperative gain in 
I.Q. has been obtained in some cases. The rela- 
tion between verbal and performance quotients 


that existed preoperatively is essentially main- 


tained following surgery. Contrary to 
expectation, the commonly employed indica- 
tors of cerebral abnormality, e.g., the Hewson 
pattern of deviation ratios and the Wechsler 
Mental Deterioration Index do not consist- 
ently reveal organic impairment in these pa- 
tients. Rogers and Taylor (5) emphasize the 
fact that the effects of organic brain damage 
are not always revealed on psychological tests 
in the expected manner. For a detailed review 
of the application of psychological techniques 
to the evaluation of mental changes following 
cerebral abnormalities see Klebanoff et al. (3) 
and Yates (7). There is no discernible change 
in language functions in three patients with 
left and one with right hemispherectomies. 
Spatial evaluation generally remains at the 
same disordered level as preoperatively, or im- 
proves slightly. In personality dynamics these 
patients do not reveal any marked changes; 
however, an increase in awareness of being 
sick, disabled, and bodily mutilated generally 
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TABLE 2.—INTELLIGENCE TEST RESULTS FOR THREE HEMISPHERECTOMY PATIENTS 
Male with left hemiplegia with uncontrolled seizures and mental retardation 





C.A. 23-2, 
Mar. 3, 1954, 
re-op. 


Wechsler-Bellevue 


C.A. 24-9, C.A. 24-10, 
Oct. 12, 1954, Oct. 25, 1954 Nov. 29, 195., 
Pre-op. Post-op. 





46 
50 
51 








45 Right hemispherectomy 46 
47 50 
54 51 











Male with right hemiplegia with poorly controlled seizures and left cerebral atrophy 





| _ C.A. 15-7, 
Wechsler-Bellevue | July 28, 1953, 
| Pre-op. 


C.A. 16-5, 
June 10, 195.., 
Post-op. 


C.A. 16-4, 
May 4, 1954, | May 18, 1954 
Pre-op. | 





7 
85 80 


68 | Left hemispherectomy 1 
56 | 67 





Female with right hemiparesis with spasticity, poorly controlled right-sided seizures, left cortical alrophy 





Wechsler-Bellevue 


C.A. 15-4, Dec. 17, 
1953, Pre-op. 


C.A. 15-5, Jan 27, 


Dec. 20. 1953 “ent 





Verbal 
Performance 


| Left hemispherec- | 


| tomy 





accompanies the operation. Some of the pa- 
tients tend to become more constricted in emo- 
tional expression whereas others manifest less 
repression of basic impulses without neces- 
sarily acting out. A heightened feeling of 
morbidity and depression is characteristically 
a consequence of the procedure. The projective 
tests suggest that following the operation pa- 
tients are in the process of attempting to es- 
tablish a new psychic equilibrium. 


SUMMARY AND CONCLUSIONS 


In all of these cases the operation may be 
considered a success. The seizures ceased as a 
result of the procedure and patients no longer 
required all kinds of conventional and experi- 
mental anticonvulsant medication. No perma- 
nent increase in motor weakness was observed 
and sensory alterations were relatively minor. 
The patients were reportedly more pleasant 
and tractable. The intelligence test findings in- 
dicated that one is not justified, however, in 
anticipating a marked improvement when the 
patient is severely retarded preoperatively. 
The slight improvement occasionally noted is 
probably due to the elimination of the dele- 
terious influences of the seizures and is not re- 


flective of an increase in capacity. The fact 
that language functioning is not affected sug- 
gests the possibility that it was not the domi- 
nant hemisphere that was removed, but one 
which was atrophic and virtually non-func- 
tioning. It would seem that the removal of 
pathologic tissue, which presumably exerts a 
negative influence on neighboring cerebral 
areas, does not suffice to change the level of 
intellectual functioning if there remains an 
intellectually malfunctioning hemisphere. 
Thus, it is likely that only in those instances 
where there is near average preoperative intel- 
ligence, and presumably one normally func- 
tioning cerebral hemisphere, might there be a 
significant increase in I.Q. (6). The personality 
changes which were obtained in this study, 
namely, the increased feelings of morbidity, 
inadequacy, etc., would argue for a psycho- 
therapeutic preparation of patients for the 
hemispherectomy and a supportive approach 
subsequently. Neglect of this area may lead to 
an increase in personality disturbance in spite 
of an apparent increase in manageability. 
This investigation, which was limited to four 
retarded patients between the ages of 14 and 
24, having uncontrolled seizures and hemi- 





Psychological Effects of Hemispherectomy 


plegia, indicates that neither the claims of 
drsmatic mental improvement occasionally 
found in the literature nor the pessimistic fear 
of « marked decline are justified as generaliza- 
tiois. It should be noted that the unequal 
intervals between time of operation and psy- 
chological testing of these patients, the lack of 
controls, the limitation of restricted age and 
intelligence levels, and the fact that the post- 
operative follow-ups have been carried on only 
for relatively short periods should encourage a 
cautious interpretation of the data. However, 
the importance of considering the interaction 
between the previous psychological make-up 
and the effects of the operation in any one indi- 
vidual seems well established. 
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SOME SOMATIZATION PATTERNS IN REACTIVE 
DEPRESSION * 


A Preliminary Report 
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Many authors have written about the somatic 
symptoms that occur in depressive states. 
Brown (6). has described, with numerous 
case examples, the different kinds of hypo- 
chondriacal symptoms that may be present in 
cases of manic-depressive psychosis—depressed 
phase, or involutional melancholia. Kennedy 
(16) coined the term “manic-depressive 
equivalent” to describe somatic complaints 
with a more or less periodic course and mini- 
mal mood change towards depression; many of 
these cases apparently responded well to elec- 
troshock therapy. Fenichel (11) points out 
how fatigue and anorexia can occur as “affect 
equivalents” of depression. Denison and Yas- 
kin (9) have alerted physicians and surgeons 
to the possibility of a basic depressive state 
being masked by medical and surgical com- 
plaints. Chamberlain (7) has referred to es- 
sentially similar cases as “cryptic” depressive 
states. Lindemann (18) has drawn attention 
to the-somatic symptoms that may be the pre- 
dominant clinical feature in “morbid grief- 
reactions.” Stern et al. (26) have also com- 
mented on the tendency of people in the older 
age group to react with somatic symptoms to 
grief-producing situations, rather than with 
overt grief or guilt. There have been few at- 
tempts however, to inquire if there are any 
identifiable patterns in these somatization re- 
actions and if so, what the determining factors 
of these patterns are. This preliminary report 
is meant as an attempt to answer the above 
questions, at least partially. It is postulated 
here, on the basis of fairly extensive clinical 
case study and suggestive supportive evidence 
from recent clinical physiological investigations, 
that in nonpsychotic reactive depressions with 
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somatization reactions met with in Gencral 
Hospital Psychiatric work, there are some 
identifiable patterns; and one can possibly re- 
late these patterns to recognizedly important 
psychodynamic factors in depression, and their 
associated physiological reactions. 

The patients studied were selected from 
Medicine “A” clinic of New York Hospital, 
New York city, and the medical out-patient 
clinic of Royal Victoria Hospital, Montreal, 
Quebec, Canada. Each patient had been thor- 
oughly investigated by the internists and was 
subsequently referred to the psychiatrist for 
treatment. For purposes of this study, only 
those patients with a definite and relatively en- 
during depressive mood and a relatively con- 
stant major somatic symptom or symptoms of 
some duration were included. Cases with only 
emotional lability and transitory somatic com- 
plaints were not included. 

Three patterns of somatization reaction were 
observed to occur with relatively great fre- 
quency. These were: pain or weakness of a 
limited portion of the body, the part affected 
having a special significance for the individual 
concerned, persistent headache both of the 
“vascular” and ‘“‘muscle-contraction”’ type (27), 
and symptoms attributable to disturbance of 
function of the upper gastrointestinal tract, 
such as epigastric fullness, nausea, vomiting 
and, rarely, epigastric pain. Ten_ illustrative 
cases are presented here, with special focus 
on the constellation of factors relevant to the 
development of the change in mood and the 
somatization reaction. Cases 1, 2 and 3 showed 
the first pattern of somatization referred to 
above; cases 4, 5, 6 and 7 showed the second 
pattern, and cases 8, 9 and 10, the third pat- 
tern. 


CASE REPORTS 


Case 1. Mrs. B. was a 30-year-old married Cath- 
olic American woman who came to New York 
Hospital with the main complaints of headache, 
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pain in the right side of lower abdomen and back, 
frequency of micturition and tight feeling in the 
ankles, all of 3 years’ duration. She also complained 
of frequent crying spells, poor sleep and excessive 
and easy fatigability. 

Her symptoms dated back to the time when her 
mother died of ‘uremic poisoning,” after a year of 
suffering from kidney disease. She had every one 
of the patient’s symptoms and in addition, edema 
of the legs. The patient nursed her mother at 
heme towards the latter part of her illness. 

Mrs. B. was the oldest of three children. Her 
father died when she was very young, and her 
mother supported the family by going to work as 

domestic and baby-sitter. She recalled how her 

other never really loved her own children, and 
“actually cared more for the neighbors’ kids.” There 
was strict discipline at home and early indoctrina- 
tion of the children in orthodox Catholic traditions. 
The patient’s younger sister apparently ‘“‘rebelled 
against this tyranny’; she used to run away from 
home when young and when she was 18 years old 
became sexually promiscuous. Her younger brother 
was the subject of ‘dominant’? maternal overpro- 
tection; he was never allowed to go out with girls 
even when he was as old as 20, and his daily chores, 
including donning clothes, got helpful attention 
from mother. As for our patient, she submitted 
herself unquestioningly to mother’s authority; “there 
was no point in arguing with her, for it made life 
only more miserable.’”” When she was 18 years old, 
she was almost admitted to a nuns’ order against 
her real wishes; only a sheer accident of circum- 
stances saved her. She was forced to discontinue 
her friendship with the boy she was going out with, 
“because he was not religious enough.” Her mother 
used to destroy all his letters addressed to the pa- 
tient, without even letting -her know about it. 

Following her mother’s death, Mrs. B. became de- 
pressed and soon afterwards developed the said 
complaints. It was of interest that her identification 
with her deceased mother was so complete that she 
used to leave all her house work unfinished, and 
tush over to her brother's house to help him with 
his daily chores, just as her mother was wont to do. 


Case 2. Mrs. J. was a 30-year-old married Jew- 
ish American woman who came to New York Hos- 
pital with the complaints of pain in the lower 
back radiating down the right leg, tiredness, poor 
sleep, etc., all of 2 years’ duration. 

The complaint dated back to the time of death 
of her older sister from “cancer of the spine,” after 
6 months of suffering from the same complaints. 
The sister was the oldest member of the family, and 
functioned as a mother-figure to the patient for the 
greater part of her childhood, as their mother died 
early. The patient considered her sister ‘too bossy,” 
but still “loved her dearly.” Following a family 
quarrel, they were not on talking terms for a long 
time; when the nature of her sister’s illness became 
known however, the patient became more concerned 
ind even guilty, and resumed a friendlier relation- 


ship. Still, whenever her sister suggested she go 
down to Washington, to help her with housekeeping 
and look after her 6-year-old daughter while the 
sister was in the hospital, the patient did not care 
to go, rationalizing her inability in one way or an- 
other. Two weeks before she died, her sister im- 
plored our patient to go down and she could not 
but comply. 

Soon after her sister’s death, the patient became 
depressed with ideas of guilt for not having. helped 
her sister more actively, and developed the said 
symptoms. 


Case 3. Mrs. P. was a 45-year-old married Cath- 
olic Canadian woman who came to Royal Victoria 
Hospital for weakness in the left arm and left leg, 
crying spells, easy fatigability and feeling disinter- 
ested in social activities, all of 11/, years’ duration. 
Her husband had been a semi-invalid for many 
years, suffering from an inoperable glioma. The 
patient was made aware, in unambiguous terms, of 
the poor prognosis of the case. She cared for him 
at home for over 3 years, anticipating his death any 
minute. On a few occasions, when he would faint 
and breathe ‘‘funnily,” she would rush him to the 
hospital, feeling that was probably the end com- 
ing, but he would rally round after a few hours or 
days, to be taken home again. One and one-half 
years before she sought help for her symptoms in 
the clinic, he suddenly developed paralysis of the 
left half of his body, and his general condition also 
deteriorated rapidly. Mrs. P. was persuaded, much 
against her wish, to put him away in a convalescent 
hospital. It was in this setting that she developed 
the depression and the associated somatic complaints 
already mentioned. 

Comment. In the above three cases, identi- 
fication with the deceased or anticipated dead 
is clear. The basis for identification is probably 
as much out of a sense of guilt and self- 
punitive needs for entertaining negative feel- 
ings towards the love object, as out of a need 
to preserve a relationship, however primitive 
it might be, with the lost love object. The 
cases were also similar in that their premorbid 
personality was of the hysterical type, though 
they did not have the symptoms they came to 
the clinic with, at any time before. 

Case 4. Miss S. was an unmarried Polish-born 
Jewish woman 26 years of age who came to New 
York Hospital with the major complaint of head- 
ache of a generalized nature and of the “muscle- 
contraction’”” type(27), of 1 year’s duration. She 
also complained of “feeling gloomy, and as though 
there is no future or even present for me.” The 
depressive features, along with the intractable head- 
ache, came on following the sudden death of her 
mother from a “heart attack.” 

Like many of her group, our patient went through 
a lot of hardships in Europe during and after the 
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war years, and after a long and patient waiting, 
managed to emigrate to the U. S. A. with her mother 
and older sister. Driven by a strong need to regain 
some of her “old country’ social status (lost con- 
sequent to her migration), and by dint of diligent 
application, she became fairly proficient in English 
and secured a very good job in a private company. 
Her conscientious effort and honesty got apprecia- 
tive attention. Socially, however, she was almost 
totally nonparticipating, and even hostile. She felt 
resentful and envious of her aunt and cousins, who 
had been in the U. S. A. for a much longer time, 
but apparently did not offer any assistance to the 
patient and her mother, when they newly arrived 
in the country. 

Even in her relationship with her mother and 
sister there was evidence of a good deal of re- 
pressed resentment, though outwardly she was non- 
complaining and “easy to get along with.” Ever 
since she was a child, her older sister had been 
apparently “sick from one thing or another,” and 
so was used to greater attention from her parents. 
This did make our patient feel jealous and resent- 
ful towards her older sister, though she would not 
readily admit it. As they grew up, other factors 


only made this negative feeling worse. Miss S. be- 
longed to the group of Orthodox Jews, and the 
whole family believed in practicing the teachings of 
the sect religiously. In the matter of the engage- 
ment and marriage of sisters in a family for ex- 
ample, it was considered wrong for the younger 


girl to get engaged or married before her older 
sister. In our patient’s case, her sister was older 
by 3 years and at the time the patient was visiting 
the clinic, was “not even going out steady.” The 
patient was better-looking, smarter and had a better 
job. Though many boys were interested in her, 
she weuld not dare to break the tradition, and go 
out with them for fear of becoming too emotionally 
involved. She did feel however, that her mother was 
not encouraging her sister actively enough in hetero- 
sexual interests, and felt as much resentful towards 
her, as towards her sister. 

About the time the patient and her family 
managed to get ‘“‘settled,” with a decent place to 
live in and both the girls going to work, her mother 
died all of a sudden from “a heart attack.” The 
patient was “left with no understanding or friendly 
person in the world,’”’ except her sister who was in 
need of emotional support herself. It was in this 
setting that she developed the mood change and the 
said complaints. 


Case 5. Mr. S. E. was a 45-year-old married 
Jewish man of Polish birth who came to New York 
Hospital for generalized headache of ‘‘muscle-con- 
traction” type, feeling “blue,” tired, and without any 
ambition, all of 1 year’s duration. The symptoms, 
along with depressive mood, came on in the wake 
of the departure of a close (probably the only close) 
buddy and workmate who left town to start a small 
business of his own. There was another contributory 
factor that was relevant to his mood change. His 


boss had been promising him a raise in salary al- 
most every year for the preceding 3 years, only to 
disappoint him ultimately. When his friend let, 
the boss could not procure a substitute readily, and 
Mr. S. E. had to do the greater part of the work 
in the store almost unaided. He felt he was entit! 
to a raise more than ever before, but being non- 
assertive and insecure about his position in gene 
never dared raise the issue though he was “bu 
up over it.” Mr. S. E. had been in New York cty 
for 4 years before he was seen at the clinic, | 
had very few friends even among the Polish. Ev 
the restricted social life was characterized by mark 
restraint and minimal emotional interpersonal c 
tact. “I don’t bother with people. I often hx 
people say nasty things about us just because we «+ 
refugees, but I don’t say nothing. What good 
argument going to do? It will only spoil my reco:d, 
and I would never like that to happen.” His pie- 
morbid personality was that of an obsessive-compi'I- 
sive type. 


Case 6. Mrs. R. was a 50-year-old married Cath- 
olic Canadian woman who came to Royal Victoria 
Hospital for severe headache of both the gener.l- 
ized ‘“muscle-contraction” type and __ bitemporal 
“vascular” type of 5 years’ duration. The head- 
ache had proved resistant to the routine medications, 
including ergot preparations. In addition she also 
complained of tiredness, poor sleep and diminished 
sleep, all more marked before her admission to the 
clinic. 

The patient’s symptoms, along with a depressive 
mood change, came on following her development 
of a discharging sinus in her right breast. 

Mrs. R. was born sixth in a family of 22 children, 
though only 9 were living at the time of her visit 
to the clinic. Her parents were almost fanatically 
Catholic. Father was a detached, cold and “very 
harsh” man. The girls were not allowed to go out 
with boys, even when they grew up to be adults. 
The patient finished 8th grade and stayed at home 
to help her mother with housework. When she 
was 18, she was admitted to a nuns’ order, and 
would have continued to live as a nun, had it not 
been for the fact that 9 months after her initia- 
tion she became very sick with “peritoneal condi- 
tion’”” and was advised to go back to her home, and 
against going back to the nuns. When she was 
31 years old, she got married to a widower, 25 
years older. He had four grown-up children through 
his first wife, and was quite bitter about their in- 
gratitude to him when they ‘became older. He was 
firmly resolved not to have any more children 
through his second wife. This resolve came as a 
blow to Mrs. R., with her deep beliefs in Catholic 
teachings. She believed strongly that it was a sin 
for a woman not to have any offspring at all, and 
end the particular generation. Her developing a 
discharging sinus with fear of malignancy apparent- 
ly flared up her guilt feelings and the feelings of 
sinfulness, and served to precipitate the mood change 
with the other symptoms. She was hence put on 
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electroshock therapy, with dramatic improvement of 
her symptoms to the point of almost total disap- 
pearance. “It is funny, doctor, that none of the pills 
] have been taking for these 5 years helped my 
headache, but this treatment has stopped my head- 
ache like magic.” 

The patient’s premorbid personality was that of 
at) obsessive-compulsive type; and she had always 
ben religious, conscientious, overconforming, super- 
fvially charming and ingratiating. 


Case 7. Mrs. L. T. was a 25-year-old married 
Catholic woman from British West Indies, who 
came to Royal Victoria Hospital for “throbbing 
headache in both the temples” and a more general- 
ized dull ache, most marked in the occipital region, 
of 3 months’ duration. This major symptom, along 
with a fit of depression, came on after she lost her 
3-year-old son, following a short bout of illness. 

The patient was born in British West Indies, and 
lived there till she was 20 years old. When she 
wis 19, she had an illegitimate baby through a boy 
she had been friendly with for many years. He 
accepted parentage of the child, and offered to 
marry her; but her mother apparently felt he was 
“irresponsible and dishonest’’ and forbade her 
daughter to ever see him again. A year later, on 
her mother’s advice again, the patient came to 
Montreal to live with her older brother and procure 
a job. A year after her arrival in Montreal, she 
became friendly with a man of her age from an- 
other part of British West Indies. Though she was 
not seriously considering marriage right then, he 
apparently talked her into it. As early as 3 weeks 
after marriage, he started talking about divorce, to 
her utter amazement. Since then, their marital life 
has been one continual story of quarrels and argu- 
ments. Though he was totally indifferent to her 
feelings and complaints, openly admitted his 
“affairs” with another woman, and often physically 
abused her, she continued to live with him. When 
he learned she was pregnant, he made her try all 
possible means to get rid of it; “he did not even 
care to visit me in the hospital, when I had the 
baby.” Since having her boy, she apparently con- 
ceived ‘‘at least four times,’ but got rid of all of 
them on his insistence. 

One could readily see her markedly masochistic 
personality structure, and also her attempts to cement 
the tenuous marital relationship with the help of 
offspring. 

Comment. Three of these four patients with 
headache as the major somatic complaint in 
addition to depressed mood showed a marked 
obsessive-compulsive personality structure. The 
aggressiveness which came out later in the 
interviews was covered up in all of them by 
superficially charming, polite, and ingratiating 
behavior. 


Case 8. Miss A. was a 25-year-old unmarried 
Jewish American woman who came to New York 


Hospital with the complaints of difficulty in eat- 
ing—more marked outside home, epigastric dis- 
comfort, and nausea often leading to vomiting. 
Forcing food invariably worsened the symptoms. 
These symptoms, along with a depressive mood 
change, came on following her being jilted by her 
boy-friend, about a year before she sought help in 
the clinic. 

The patient was born a co-twin, fourth in a 
family of five children. From a very early age she 
apparently became aware or was made aware of 
being quite different from her twin sister. The 
sister was considered the prettier and also the 
smarter. She was obedient, unselfish, and pleasant- 
mannered, while our patient was her opposite in 
every one of the above respects. Miss A. started 
dating much later than her twin sister and had 
difficulty in establishing an enduring relationship 
with any boy. This was mostly because of her 
possessive attitude to her boy-friends, and lack of 
consideration for their feelings. When at last she 
did find someone showing relatively sustained in- 
terest in her, she was both happy and proud. This 
relationship lasted for 10 months; she became very 
fond of him and let him go farther in the intimacy 
of heterosexual relationship than any of her other 
boy-friends. While she was planning on getting 
engaged and ultimately marrying him, he “broke 
off” the relationship, and this made her as much 
hurt and furious, as depressed and disinterested in 
any further social activities. ‘““What burned me up 
was, he never told me exactly why he broke off 
without even an explanation; he just wanted to 
have a good time, and that was all, I guess.” 


Case 9. Mrs. C. B. was a 39-year-old married 
Negro Protestant woman who came to New York 
Hospital with the complaints of frequent attacks of 
nausea, bloated feeling in abdomen and epigastric 
discomfort following food, sometimes amounting to 
pain. She also complained of frequent crying spells, 
feeling tired and without any ambition for doing 
anything. These symptoms, along with a depression 
in mood dated back to the time she went to live 
with her second husband—a white man living in a 
predominantly white-inhabited area. She not only 
felt thrown out by her own relatives and Negro 
friends, but had a distinct feeling of nonacceptance 
by the local white group. She felt lonesome, de- 
pressed and resentful towards the neighbors and 
her husband’s relatives. The more her husband 
tried to cheer her up with gifts, new T.V. set, etc., 
the worse her depression and other bodily symptoms 
became. “I was very happy working and living 
in my old place; I know these people are going to 
say I am having a wonderful time, not having to 
work because I am married to a well-to-do white 
man.” 

She was once married to a Negro man, who ap- 
parently drank to excess and treated her brutally; 
“still I lived with him, because I didn’t want my 
folks to say our marriage was a failure.” He finally 
walked out on her, and when she was in a miser- 
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able state following this, Mr. C. B. took pity on her, 
helped her financially and offered to marry her. 
He was himself a divorcé, and a World War II 
veteran on a substantial disability pension. The 
patient got married to him after some hesitation, 
but preferred living in her own apartment. She 
also kept working as a sewing-machine operator. 
“I have worked all my life; nobody can say I ever 
lived on charity. I worked and paid off all my first 
husband’s bills and debts.” A few months after 
marriage, Mr. C. B. talked her into moving into 
his home, and also persuaded her to discontinue 
going to work. This was the setting in which she 
developed her depressive feeling and the upper 
gastrointestinal symptoms. 


Case 10. Mr. L. was a 64-year-old married Cath- 
olic Canadian rail-yard worker who came to Royal 
Victoria Hospital with the main complaints of pain 
in the epigastric region, postprandial upper-abdomin- 
al fullness, and occassional attacks of nausea and 
vomiting, all of a few months’ duration. Though 
peptic ulcer was suspected on clinical grounds, it 
was ruled out by further investigations. 

The symptoms dated back to sometime in May 
54, about 5 months before his admission to the 
clinic, following an “attack of angina.” He was 
examined by his company doctor at the time he had 
the so-called angina, and in spite of nothing defi- 
nitive keing found, was advised to take 1 month's 
rest. In the meantime, the patient came to learn 
that the company executives were planning to make 
him retire 1 year ahead of the scheduled period for 
retirement, namely 65th year of age. Though this 
piece of information, he asserted, did not bother 
him very much, the fact was that he could not 
resume his work after the month’s rest, and developed 
the said symptoms. He also became “moody,” 
easily upset by relatively trivial affairs like his 
daughter's domestic quarrels, son’s mild backache, 
etc, which very often provoked crying spells. He 
also began losing weight and sleep, gradually. It 
was of some interest that his symptoms were worse 
in the mornings. 

He had a very good work record on the whole; 
and his premorbid personality was characterized 
by overconformity, inhibited assertiveness and a 
compulsive attachment to his work. 

Comment. Cases 8 and 8 exhibited by a hys- 
terical type of premorbid personality structure. 
While the clinical data in case 8 would suggest 
considering her symptoms as manifestations of 
denial of oral incorporative cannibalistic wishes 
directed to her love-object, namely her boy- 
friend, in cases 9 and 10, the symptoms would 
appear to be manifestations of denial of oral 
passive-receptive longings, underlying the com- 
pulsive attachment to work. 


DISCUSSION 


These 10 cases would fall in the category 
of nonpsychotic reactive depressions, with r:- 
latively obvious precipitating factors. Mary 
authors (16, 20, 23) have pointed out hov., 
from a psychodynamic point of view, the di’- 
ference between reactive and endogenous d.- 
pressions is more one of degree than kin; 
therefore, psychodynamic factors that are in:- 
portant in the understanding of psychotic d- 
pressions may be conceived to be of greater or 
lesser relevance in neurotic reactive depressioi:s 
also. Viewed from this angle, the sympton:s 
of this illustrative group of patients could | 
conceptualized as determined by three of the 
important dynamic components of depression, 
namely, identification phenomenon, inward- 
directed aggressiveness and oral longings, both 
of passive-receptive and aggressive-cannibalist ic 
kind. 

To take each one of these separately, identi- 
fication phenomena have been reported to occur 
in endogenous depression (2, 11) and also 
in “‘morbid grief reactions” (18). Cohen ct 
al (8) have pointed out how, from a develop- 
mental point of view, the traumatic phase in 
depressions, as contrasted from schizophrenia, 
is at the stage of increasing differentiation 
from mother and establishment of other object- 
relationships. It is conceivable that this is 
probably the reason why a separation from a 
mother-figure or a love-object in later life with 
resulting depression is accompanied by a need 
to maintain a continued relationship with the 
lost love-object, even if it be by a relatively 
primitive mechanism like identification. As 
pointed out already, another possible determin- 
ant in the identification phenomena is the guilt 
and self-punitive needs for entertaining nega- 
tive feelings towards the love-object, which 
feelings were more or less overt in the three 
cases reported in this particular group. 

The aggressiveness of the depressed patient 
has been widely commented on (2, 3, 4, 11, 
18, 21). The relationship between repressed 
rage, resentment and aggression and migraine, 
has been pointed out by almost all authors (12, 
13, 17, 19, 22, 24, 25) who have studied the 
dynamics of the syndrome. In his recent 
article (13), Friedman has remarked about 
the similarity of the “muscle-contraction type” 
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(27) of headache to the vascular type or mi- 
graine, from the point of view of the import- 
ance of repressed aggressiveness as a dynamic 
factor. Headache and different kinds of sen- 
stions like, “tightness round the head,” “‘pres- 
sure on the top,” etc., are commonly com- 
plained of in depressed states (16). Out of 
1:0 randomly chosen depressive reactions of all 
types, including depressed phase of manic- 
depressive psychosis and involutional melan- 
cholia, admitted to the Allan Memorial In- 
stitute, the author found headache or other 
hcad sensations the predominant somatic com- 
plaint in 44 cases. Out of the four cases re- 
ported here, two showed evidence of vascular 
element in the mechanism of headache and 
the muscle-contraction element was evident to 
a greater or lesser degree in all the four. 

As for the mechanism of production of 
this somatic symptom in depressed states, on 
a psychodynamic level, at any rate, the re- 
pressed and in-turned aggressiveness would 
appear to be of considerable importance. Even 
on the physiological level, there is suggestive 
supportive evidence for the above hypothesis 
in some of the more recent studies on depres- 
sion. Rado (21) has postulated the concept 
of depressive syndrome as a form of ‘“‘emer- 
gency dyscontrol,” and also pointed out that a 
crucial dynamic conflict in depressions is that 
between the forces of “coercive rage” and 
“guilty fear.’ Funkenstein (14) has corro- 
borated, in a way, the dynamic postulates of 
Rado quoted above, with his observations of 
the changes in various indices of cardiovascular 
function in depressed patients and also in nor- 
mal subjects under conditions of ‘‘anger turned 
in” (15). He has suggested, on the basis of 
his studies, that depression, rather than an- 
xiety-state, represents the counterpart in man, 
of Cannon’s “fight-flight”” reaction in animals. 
In line with the above findings, while studying 
the blood pressure variations associated with 
various feeling states during psychiatric inter- 
view in normotensive subjects, the author (5) 
noticed the association of the feeling states of 
depression and resentment with a significant 
Vasopressor response in an impressive number 
of instances. It is conceivable that the in- 
creased sympathetic downward discharge as- 
sociated with depression, suggested by the 
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above data, may in turn set up or increase al- 
ready established afferent streams of impulses 
from the nerve endings in the muscles of and 
around the head, and also the cranial blood 
vessels (13); these afferent impulses may in 
turn influence the threshold for head pain by 
their effects on the “central excitatory state’’ 
(27). 

The relationship between oral zone of inter- 
action and depression is also a well recognized 
one (1, 2, 3, 4, 8, 11). Denial of either the 
passive-receptive or aggressive-cannabalistic 
oral longings might possibly determine the 
motility and other functional disturbances of 
the upper gastrointestinal tract, and lead to 
symptoms of nausea, vomiting, epigastric full- 
ness and even pain. Wolff and his co-workers 
have shown how the physiological mechanisms 
associated with ‘“hypodynamic pattern” of 
gastric function and the “ejection riddance 
pattern” involving the stomach can cause many 
of the above-mentioned symptoms (28). It is 
worthy of note that the symptoms of the last 
group of patients (cases 8, 9 and 10) were 
not just loss of appetite or aversion to food, 
that one usually associates with every case of 
depression. They had, on the other hand, 
definite epigastric discomfort sometime amount- 
ing to pain, with varying degrees of nausea. 

It is of considerable interest that most of 
the patients showing somatic symptoms, mainly 
determined by the dynamic processes of iden- 
tification (cases 1, 2 and 3) and denial (cases 
8, 9 and 10) manifested a hysterical person- 
ality structure, while those with symptoms 
based on the effects of in-turned aggressive- 
ness on the musculature and vasculature in and 
around the region of the head, were mostly of 
an obsessive compulsive type. This suggests an 
influence of the premorbid personality struc- 
ture on the somatization pattern in these cases. 
The hysterical personality, characterized by 
emotional immaturity, readiness to dissociate 
and relatively unsophisticated and fluid habit 
patterns, might be expected to choose relatively 
primitive mechanisms like identification and 
denial more readily. An obsessive-compulsive 
character, on the other hand, has a relatively 
rigidified personality structure, his rigid com- 
pulsive systems binding most of his aggressive- 
ness. Any unexpected increase in the aggres- 
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siveness or “guilty fear’ secondary to “coercive 
rage,” associated with depressive episode, is, 
for want of readily available defense mechan- 
isms, probably more likely to be channelized 
along the sympathetic nervous system. 

It is by no means implied that these are the 
only patterns of somatization that occur in de- 
pressions, or that the psychodynamic consider- 
ations discussed here are the only factors of 
importance in, understanding somatization re- 
actions in depressive syndromes. It is only 
attempted to show that there are some identi- 
fiable patterns, and that a psychodynamic orien- 
tation of study is possibly one of the fruitful 
approaches to the problem. 


SUMMARY 


It is postulated here that there are some 
identifiable patterns in the somatization re- 
actions occurring in nonpsychotic reactive de- 
pressions, met with in general hospital psy- 
chiatric experience. Some of the recognized 
psychodynamic factors of fundamental im- 
portance in all depressive reactions and the as- 
sociated physiological responses are suggested 


as the main determinants of these patterns. 
Ten illustrative cases are described briefly with 
particular emphasis on the factors leading to 
the mood change and the somatic complaints. 
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MOTHERS OF YOUNG MALE SINGLE SCHIZOPHRENIC 
PATIENTS AS VISITORS IN A MENTAL HOSPITAL * 


GEORGINA D. HOTCHKISS, M.S., LIDA CARMEN, M.S., ANNE OGILBY, M.S., AND 
SHIRLEY WIESENFELD, M.S. 


This paper reports some observations and 
impressions of 22 mothers of young, male, 
single, schizophrenic patients as they appeared 
in the mental hospital setting in which their 
sons were confined. Ages of the patients ranged 
from 18 to 32 years, average age being 23.7 
years. Study of these mothers was undertaken 
primarily for the purpose of exploring what 
direct observation of relatives and patients 
visiting together in a mental hospital might 
add to the understanding of some of the 
patients’ interpersonal relationships. Of inter- 
est also was the amount and kind of participa- 
tion in activities, other than visiting with pa- 
tients, that relatives engaged in while in the 
hospital that might provide clues to their atti- 
tudes toward the patient and his illness. 

Some direct observations of patients and 
relatives visiting together, done previously, had 
produced vivid impressions of the nature of the 
interpersonal relationships between patient and 
visitor (3). How valid impressions so obtained 
were in terms of evaluations derived by other 
means, e.g. interviews, whether all visit situa- 
tions could be observed to produce some indi- 
cations of the relationship between visitor and 
patient, whether they were any more or less 
illuminating than the general impressions of 
ward personnel were questions raised and for 
which some answers are sought here. 

In this study, material from social work 
interviews with the mothers, impressions of 
them gained from nursing personnel and gen- 
eral information about their participation in the 
hospital activities open to them were added and 


‘This study formed a part of a Psychiatric Social 
Work Research training program established at the 
Boston Psychopathic Hospital by the Department 
of Psychiatric Social Work of the Simmons College 
School of Social Work through the Training and 
Standards Branch of the National Institute of Mental 
Health. For a report and evaluation of the training 
program see Toward a Research Training Program 
in Psychiatric Social Work, by Jean M. Arsenian 
and Georgina D. Hotchkiss. 


compared to those impressions gained fron 
direct observation of their visits with their sons 
It was hoped that in this way some evaluatior 
of the validity and usefulness of direct observa 
tion as a tool for learning about the problem: 
and satisfactions of a patient's interpersona: 
relationships might be achieved. 

Four psychiatric social workers were thc 
main participants in the study: one, the writer 
engaged in research only, was responsible fo: 
general direction of the project, made the direc 
observations and collected the data. Othe: 
members of the hospital staff also participate: 
in providing their impressions of these mothers 
as well as ideas and suggestions in the conduci 
of the study. Dr. Robert Reid conducted group 
meetings with the mothers, which the writer 
recorded. The other three social workers, reg- 
ular members of the hospital staff, carried some 
of the mothers in case work treatment, report- 
ing their material to the writer after each in- 
terview. 

Mothers of young, male, single, schizophrenic 
patients, rather than another or random group 
of relatives, were selected for several reasons. 
First, mothers of patients are frequent visitors 
and are more likely than other relatives to be 
daytime visitors, thus providing maximal op- 
portunity for observation. Second, much of the 
literature about mothers of schizophrenics em- 
phasizes the importance of the mother-child re- 
lationship in the development of the illness 
and/or points out specific characteristics and 
attitudes found to be typical of such mothers. 
John Rosen states (6) “A schizophrenic is al- 
ways one who is reared by a woman who 
suffers from a perversion of the maternal in- 
stinct.”” Frieda Fromm-Reichmann says (2), 
“The schizophrenic is painfully distrustful and 
resentful of other people, due to the severe 
early warp and rejection he encountered in 
important people in his infancy and childhood, 
as a rule, mainly a schizophrenogenic mother.” 
The most common conception of such a moth«t 
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is that she is over-solicitous, over-protective, 
over-anxious, domineering. This conception is 
supported (although not wholly endorsed) in 
the literature by Despert (1), by Reichard and 
Tillman (5), and by Tietze (7), and is shared 
by the personnel of a mental hospital. Person- 
ne} are apt to attribute a specific kind of smoth- 
ering, over-solicitous visit behavior to her and 
refer to it as ‘typical.’ In the hospital setting 
she is deemed to be persistently interfering, 
ageressive and demanding with personnel, 
domineering and possessive with her son. 

Thus, by choosing these particular mothers 
for observation and study, it was possible to 
compare impressions derived from direct obser- 
vation of their visits with the already estab- 
lished conceptions of them, as well as with 
the material derived from social work inter- 
views with them. The mothers chosen were 
those of whom there were no known factors 
that would limit their visits, as distance, illness, 
etc. 


DIRECT OBSERVATION OF MOTHER-SON 
VISITS 


Two visiting hours daily were allowed in the 
hospital in which the study was carried out, 
one in the afternoon, the other in the evening. 
Visiting was done on the wards, no special 
areas being assigned for it. The observer chose 
a position as near to the visiting pair as pos- 
sible but attempted to remain inconpicuous or 
preoccupied and made no explanation of her 
presence. Obviously, the number of observa- 
tions possible for each pair varied according 
to frequency of visit and accessibility to the 
observer of the visit position. Short observa- 
tions, recorded descriptively, were employed. 
Observations made in the earlier study were 
recorded on charts noting type and duration of 
interaction within certain categories, as well as 
by descriptive summaries. The descriptive sum- 
maries focused on three aspects of the visit 
situation: 1) the direction of mother’s atten- 
tion, whether directed toward the patient, to- 
word others, or elsewhere; 2) the nature of her 
verbal or motor attention or participation, as 
arguing, cajoling, recounting, feeding, groom- 
ing, eating with, etc.; 3) the apparent affect 
accompanying attention or participation (or 
lack of it), as anxious, purposeful, warm, sweet, 


453 


bland, indifferent, disgusted, resigned etc.; 4) 
patient’s apparent response to her, as friendly, 
accepting, responsive, verbally hostile, little or 
no response, retreat etc. 

From these observations roughly five types 
of mother-son visit patterns were noted. 

1. The “over-solicitous, hovering, domineer- 
ing” visiting mothers (previously referred to 
as the prototype of mothers of schizophrenics) 
were the most conspicuous, the most readily 
observed but, in this group, not the most 
numerous. It should be remembered through- 
out this study that the criteria for selection of 
these mothers included only their presence in 
the hospital and not, as in the Tietze study 
(Trude Tietze, op. cit.), intelligence, articu- 
lateness and willingness to keep appointments. 
Three of the 22 were so labelled by virtue of 
the following kinds of visit techniques: they 
visited constantly, often daily, sometimes twice 
daily. Average for the three: 33.7 visits in a 
one month period. They brought quantities of 
food, urged the patients to eat it and hovered 
over them while they did. They urged their 
sons to change into clean clothes they brought; 
one put them on for her son if he didn’t 
respond (or if he was slow in so doing). They 
contacted ward personnel, often inquiring into 
every detail of their sons’ hospital life—treat- 
ment, activities, eating and sleeping habits etc. 
They made special requests, called personnel 
attention to such matters as a shirt brought in 
that he was not wearing, the orange juice he 
did or did not drink, etc. They focused all 
their attention on their sons, speaking to 
others (visitors and other patients as well as 
personnel) frequently but only on matters per- 
taining to ‘‘my boy.” They carried on these 
activities outside the ward setting, often stop- 
ping in the lobby to address similar inquiries 
and comments to any personnel who happened 
to be passing through and to other visitors 
waiting there. 

Responses of patients to this kind of mother 
were difficult to evaluate by observation. None 
expressed or evinced pleasure at her arrival, but 
were noted by the observer hanging around 
the ward door at visiting hours apparently 
waiting for her. During a visit, they sometimes 
retreated to another part of the ward (one 
usually doing this after the food was eaten) 
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but overt acts of rebellion toward this type 
of treatment were rare. 

2. The second kind of visiting mother ap- 
peared in the visit situation as “sweet, in- 
dulgent’, anxious to please her son. They 
were not so conspicuous as the over-solicitous 
type already described but more numerous. 
Some of the eight so labelled visited frequently 
and regularly, others relatively infrequently; 
none was such a constant visitor as the three 
“over-solicitous’” mothers. Number of visits 
for this group ranged from 5 to 26, in the first 
month of their sons’ hospitalizations. They also 
brought food. They were differentiated from 
the “‘over-solicitous’” mothers in that their ad- 
vances seemed directed toward providing what 
the patients wanted rather than toward forcing 
or urging what they considered good for their 
sons. They offered food but did not push it— 
but looked hurt if the patients did not accept 
it. By inquiry, trial and error, they seemed to 
try to provide their sons with everything they 
wanted. Sometimes their indulgence ran afoul 
of hospital regulations—one such mother con- 
tinued to bring her son food even after she had 
been requested by the doctor to desist, because, 
she said “he wanted it—he said if I didn’t 
bring it he’d ” Another, whose son 
demanded progressively more difficult things 
for her to provide, commented to another 
relative ‘‘he’s just like this at home—give me— 
I want—give me—I want.” Their contacts 
with personnel were apt to be friendly but not 
critical or demanding—trequests framed in an 
“if it wouldn’t be too much trouble” manner. 
They inquired for other patients, often in- 
cluded them in their ministrations of food and 
attention. 

Sons of these mothers, in general, if in 
reasonably good contact, seemed to welcome 
their coming openly. Greetings of a kiss or 
a hug or an enthusiastic ““Hi, Ma” were often 
initiated by the patient, even though demands 
and rebelliousness might follow. One mother 
described her son’s response to her “he wel- 
comes what I bring that he wants—candy and 
nuts—and then he chases me away.” It is 
possible that the difference in visit frequency 
among these mothers could be accounted for in 
their success or failure to meet patient de- 
mands, or in the amount of appreciation he 
showed. 


3. A third visit pattern was that of the 
“seductive” mother. Seductive qualities in visit 
techniques of mothers falling in the first two 
pattern groups were apparent (and will he 
noted in the more detailed description of in- 
dividual visit patterns in a later section) bit 
one mother was so consistently and flagrant'y 
seductive in her visit approaches that no oth: 
qualities seemed to be discernible. Young loo <- 
ing, stylishly dressed, lightly veiled, she sit 
on the patient’s bed applying powder and li»- 
stick at frequent intervals while he watche |. 
She responded to his advances, with coy glanc's 
and kittenish pouts. Sometimes he put his fa ¢ 
close to hers, rubbing his nose gently with he-s 
saying “‘tell me about you now.” Such b:- 
havior was puctuated with angry outbursis 
from the patient, which mother rode out either 
with outward calm and increased self-attention, 
or with quick and angry retorts, as to the 
patient’s ‘“‘why am I here,” a response “that’s 
what I'd like to know.” 

4. A fourth type of visiting mother was 
labelled “intent, controlled, quietly purposeful.” 
Three such mothers visited quite frequently, 
but were difficult to observe since they usually 
took the patients to a private visiting arca, 
away from the other patients and personnel. 
They visited 13, 20 and 22 times respectively 
in the first month of their son’s hospitalization. 
In demeanor and expression they were set and 
rigid; they focused their attention on the 
patient but did not appear to be solicitous in 
manner, gesture or approach, gave no evidence 
of emotional reaction to the patient or to 
events around them. Sometimes they appeared 
to argue with the patient, to be selling a point 
but the verbal content was rarely obtainable 
due to the careful choice of private visiting 
conditions. One of the three, however, who 
visited regularly on Monday, Wednesday and 
Friday but never on Tuesday or Thursday, had 
one comment delivered without use of facial 
muscles, that the observer heard many times 
as She passed by, “relax, and don’t think about 
those things.” These mothers made few con- 
tacts with ward personnel; they marched in and 
marched out. Their hospital contacts were 
more likely to be with the patient’s doctor, or, 
if things were not to their liking, with higher 
echelon, up to and including the governor. 

Neither a positive nor a negative reaction ‘0 
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these mothers’ visits could be discerned by 
witching their sons; they, like the mothers, 
kept impassive expressions, saying what they 
hed to say (or saying nothing) with facial 
expressions devoid of apparent emotion. 

5. By and large, the mothers whose visiting 
patterns have already been described (except 
the seductive mother), entered into the visiting 
situation with purpose or emotion or both, 
ard focused their attention on the patient 
visited. The fifth type of visiting mother, 
called the “removed, non-participating’’ mother, 
showed, on the contrary, neither purpose nor 
emotion in the visit situation and focused little 
attention on the patient. Seven mothers ap- 
peared, variously while visiting, bland, bored, 
resigned, distant, and in one instance fright- 
ened. They engaged in little verbal or motor 
activity, made few advances, made gifts by 
depositing rather than giving or urging, paid 
some attention to activities around them but 
little or none to their sons. Although not the 
most frequent visiting mothers, they visited 
oftener than their visiting pattern would lead 
one to expect, the seven averaging seven visits 
in a month’s period (two having visited only 
three times in the month and one twelve 
times). They did not contact ward personnel 
with inquiries regarding the patient but occa- 
sionally addressed socially polite comments to 
them on such subjects as the weather. Two of 
these mothers addressed comments to the obser- 
ver as she jockeyed for an observational posi- 
tion. One commented “he smells, why don’t 
they give him a bath?” The other explained 
that the patient’s illness was responsible for 
her poor health. Their visits were brief, on 
Occasion a matter of 5 or 10 minutes and 
rarely the full hour allowed. 

Responses of the patients to these visit tech- 
niques varied. Three patients seemed to try to 
draw attention by asking questions, by telling 
of hospital doings or by talking a great deal. 
The other four paid little attention to mother’s 
presence, either walking away from her to 
another part of the ward or ignoring her by 
continuing to look at a magazine or eat an 


apple without so much as a glance: in her 
direction. 
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OBSERVATIONS AND IMPRESSIONS OF MOTHERS 
OBTAINED FROM NURSING PERSONNEL 


Comments about the mothers were obtained 
from head nurses on the wards (occasionally 
from student nurses as well) by a simple ques- 
tionnaire, sometimes presented in printed form 
and at other times more informally by word of 
mouth. Questions included ‘‘Do you know John 
Jones’ mother by sight?” ‘Have you ever 
talked with her—if so about what?” “What 
kind of a visitor do you think she is and how 
does she affect your relationship to the pa- 
tient?” 

In general, the nurses had noticed, had had 
some communication with and had opinions 
about mothers in the first three visit pattern 
groups: the “over-solicitous, domineering” 
mothers, the ‘sweet indulgent’ and the ‘‘seduc- 
tive’. But the mothers in the fourth and fifth 
pattern groups, the “intent controlled” and the 
“distant, non-participating” mothers, were in 
many cases unknown to the nurses, or if known 
by sight only elicited such non-committal com- 
ments as “‘yes, I’ve seen her but I don’t know 
anything about her.” Thus almost half these 
much talked-of mothers left little mark in their 
comings and goings on the wards. 

Among the three visit pattern groups with 
which they were acquainted, the nurses fre- 
quently used the same descriptive adjectives 
as the observer. They were particularly vocifer- 
ous in describing and commenting on the 
three “‘oversolicitous’’ mothers, which, in view 
of the kind of activity they engaged in, is not 
surprising. (One of the three was observed 
accosting three patients, two nurses, one at- 
tendant, three doctors, the receptionist and the 
observer with a question regarding her son 
during and following one visiting period.) As 
annoying and time-consuming as personnel 
must find such behavior, greater feeling was 
directed toward what they consider to be the 
harmful effects of her attitudes on the patient. 
Comments ranging in intensity from “Why 
can't she give him a chance to grow up?” to 
“If she’d drop dead we might be able to help 
him” were frequent. Pity for the patient sub- 
jected to such visit techniques and condemna- 
tion of mother admittedly affected the relation- 
ship between nurse and patient. Some said they 
attempted to treat the patient in an opposite 
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fashion from that of his mother, as one nurse 
said, “I make sure he is allowed to make his 
own decisions,’ another, “I treat him like a 
grown-up person.” It was reported that patients 
as well as personnel reacted with hostility to- 
ward this type of mother, that “they cheered 
when Donnie hit his mother.” 

The “sweet indulgent” mothers on the other 
hand, although also well known to ward 
nurses, did not elicit such violent reactions. 
Nurses were apt to react in a positive fashion 
to them. Such expressions as “she seems nice,” 
“she seems interested in him,” “he seems glad 
to see her’ were common. Only occasionally 
did they evaluate such maternal visiting as bad 
for the patient; as in one case where they felt 
that a mother was too “wishy-washy” with her 
son and felt they should counteract this with 
firmness. 

The visiting techniques of the “seductive” 
mother were also noted and condemned. And 
again, nurse-patient relationship was admittedly 
based on evaluation of mother’s visit tech- 
niques. Of this patient, one nurse commented 
“I make sure that I never use any feminine 
wiles on him, although I’m not above it with 
some patients—we stay on a strictly pal basis.” 

The vague or non-existent impressions eli- 
cited from nurses about the fourth and fifth 
types of mothers (the “intent controlled” and 
the “removed non-participating’’) were readily 
explained by the observer's difficulty. The three 
“intent controlled” they sometimes knew by 
sight but ventured no speculations about her. 
“T’'ve seen her—she goes off in a corner,” was 
a typical comment. The “removed non-par- 
ticipating’’ mothers were even less known; five 
of the seven were not known by sight—one 
was thought to be the patient’s sister; comment 
about the other two reflected no reaction to 
their presence. 

Impressions of nurses, then, corroborated 
those of the observer that any evaluation of a 
“typical” mother of a schizophrenic as “over- 
solicitous and domineering” based on_ this 
group could only be derived from the behavior 
of a few and not from a composite picture 
of all 22. Since the “‘over-solicitous’” mothers 
made their presence felt so constantly and per- 
sistently, it would not be surprising if their 
numbers had been overestimated. 


G. Hotchkiss, L. Carmen, A. 
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PARTICIPATION IN GROUP DISCUSSION AN} 
SocIAL WorK INTERVIEW OPPORTUNITIES 


In addition to visiting with patients, rel: 
tives may become acquainted with and ent« 
into the life of the hospital in other ways. The 
may accompany patients to some of their a 
tivities as occupational therapy or evening e: 
tertainments; they may talk with members 
the hospital’s staff—doctors, nurses, attendani, 
and others—on their own initiative and som: 
may be requested to give information about th 
patient. They may take part in some discussio:: 
groups set up for them; some may have regule 
appointments with social workers to talk ovc: 
problems pertaining to the patient or to them- 
selves. 

The extent to which some of these mothers 
entered into the latter two types of participa 
tion—discussion group and regular social work 
interviews—was noted and will be discussed 
briefly here in so far as such participation 
seemed to relate to their visit patterns. 

Group Meetings. Sixteen of the 22 mothers 
were invited to join a weekly discussion group 
conducted by a staff doctor—Six were not in- 
vited either because of language difficulties or 
because their sons had been or were about to 
be discharged at the time the group was started. 
Social workers asked each one individually to 
attend, telling them that “a group of mothers 
of patients would meet weekly with a doctor 
to discuss together some of the problems that 
arise in having a patient here in the hospital. 
We feel that such a group discussion will pro- 
vide ideas to help the doctors and the hospital 
in the care of the patients.” 

Responses were of three kinds: 1) enthu- 
siastic—such comments as, “wonderful idea,” 
“certainly I'll be there,” 2) definite no— 
“can't,” “too busy,” “I’ve read all that,’ and 
3) non-committal—‘T'll be there if I can.” 
Mothers in the “‘over-solicitous’’ and the “swect 
indulgent” categories were the ones who re- 
sponded enthusiastically to the idea; the “intent 
controlled’’ mothers responded with the definite 
“no” while all but one of the “removed non- 
participating’’ mothers and the seductive 
mother were non-committal. The one exception 
responded enthusiastically and attended regu 
larly. It appeared that group attendance helpe:! 
her to fulfill her husband’s expectations that sh 
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visit often in a more tolerable way (to her) 
than spending the time with her son. 

Attendance at the group meetings of the 
“over-solicitous” and the ‘sweet indulgent” 
mothers did not, however match the enthusiasm 
of their reception of the idea. All came at 
least once but some withdrew after a few ses- 
sions. Reasons for withdrawal probably lay in 
the content of the discussions which is beyond 
the scope of this paper. The three “intent 
controlled” mothers never attended a group 
meeting. Approached several times following 
the initial invitation they continued to refuse. 
Only one of the “removed non-participating” 
mothers came more than twice to the meetings. 
Their lack of participation when there indicated 
the possibility that they came only because the 
social workers had urged them. 

Use of Social Service. The social workers 
introduced themselves and their potential serv- 
ice to nine of the mothers in the following 
general terms: that she, the social worker, 
would be available on a regular weekly inter- 
view basis to talk over problems that might 
arise in connection with the patient's illness or 
hospitalization; that she could be contacted 
between regular interviews if needed, and that 
she would like to get as complete a picture as 
possible of the patient’s personality and in- 
terests to assist in total hospital planning for 
the patient’s welfare. Recent admission of the 
patient and lack of previous social work con- 
tact were the only criteria for the selection of 
the nine. Visit patterns had not been estab- 
lished at the time of referral. It was intimated 
that routine hospital procedure included refer- 
ral to a social worker, who throughout the 
patient’s stay, would be available for consulta- 
tion on any problems related to the patient or 
his family. 

In this way the kind of use made of the 
social worker was dictated in large part by the 
mother—whether she chose to request services 
such as messages delivered to patient, simply 
make inquiries or whether she chose to use the 
Opportunity offered to discuss her own prob- 
lems in relationship to her son or in other 
areas of her life situation. 

Again, as for the group meetings, it was 
the “‘over-solicitous” and the “sweet indul- 
gent” mothers who welcomed the opportunity 
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offered; the “removed non-participating” who 
subscribed in a limited way only, and the 
“intent controlled” who virtually refused. (The 
“seductive” mother was not among the nine.) 

The one “over-solicitous’” mother in the 
group of nine grasped at the opportunity, kept 
every appointment and made frequent con- 
tacts with the social worker between scheduled 
interviews. She wished to have all aspects of 
her son’s treatment explained to her in detail 
and to contribute her own thoughts and ideas 
in analyzing his problems and in planning for 
him. 

The two “sweet indulgent” mothers had less 
definite ideas of how they wished to utilize 
discussions with the social worker, but accepted 
the opportunity readily. They wished to keep 
abreast of hospital plans for the patient in 
their simplest form, without inquiring into the 
reasons for it. One, who kept her appoint- 
ments faithfully, seemed to use what statements 
the social worker made regarding hospital 
planning for the patient (e.g. doctor’s recom- 
mendation for further shock treatment) to 
bolster her defense against patient demands, 
“the doctor and social worker say,” instead of 
“I think that.” 

Responses of the four “removed non-par- 
ticipating” mothers were varied but none of the 
four entered into the relationship with the 
social worker with whole-hearted expectancy 
of giving or extracting anything of use in 
furthering her son’s progress or her own 
ability to deal with him. Their limited par- 
ticipation in the social work interview situations 
was of the following kinds: one mother ac- 
cepted the opportunity to the extent of calling 
on her assigned social worker when she wanted 
something of a practical nature, e.g. “why 
weren't his funds from the VA _ coming 
through?” but failed to appear for scheduled 
appointments without explanation if there were 
no matters of practical moment (to her). 

Two mothers had no interest in social work 
contact, came by request for a few interviews, 
seemed bewildered rather than antagonistic to 
the implication that they had anything to offer 
or to gain. In their eyes, it was the hospital’s 
problem now, one said “I’m through, I’ve done 
all I can,” the other, “the hospital will be 
good to him, why do you need me?” The 
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fourth “removed non-participating” mother 
kept her appointments with the social worker, 
occasionally coming for the interview only, and 
not visiting her son. She expressed little con- 
cern with the treatment her son was receiving, 
did not expect or ask the social worker to have 
the latest reports on his progress. She made 
no requests to ‘ask Doctor this or that’? (nor 
did she seek him out) but adopted a “what is, 
must be’’ attitude toward his illness. Attrac- 
tive and personable, active and able in her own 
business affairs, which she enjoyed discussing, 
the social worker surmised that perhaps she 
came for sociability. 

These four mothers seemed to succeed in 
remaining emotionally aloof from their sons, 
from other mothers with similar problems and 
from the social workers. Their participation in 
the hospital experience was confined to ac- 
knowledgement of their sons’ hospitalization 
by their physical presence, on occasion, within 
the hospital walls. 

Of the two “intent controlled” mothers of- 
fered social work interviews, one came for one 
interview only, never reappeared although she 
was reminded of the hour saved for her. The 
other responded to all questions or expressions 
of interest on the part of the social worker 
with counter questions in a very paranoid 
fashion, “Why do you ask?” “What do you 
want to know for?” She seemed to read a 
special meaning into the very suggestion of 
interviews with a social worker. The attempt 
netted little information regarding mother’s 
attitudes toward her son and succeeded only 
in frightening the mother (and the social 
worker) and was abandoned. 

Mothers in this group, then, varied in the 
way they responded to opportunities offered to 
discuss their sons and their illnesses with 
members of the hospital staff. Observed visit 
patterns seemed to be predictive of interest in 
participating in group discussion or social work 
interviews, the “‘over solicitous’” and ‘sweet 
indulgent” visitors evincing interest and wil- 
lingness to participate while the “removed non- 
participating” and the ‘‘intent controlled” types 
of visitors either refused or entered with reser- 
vations, in response to persistent efforts on the 
part of social workers to draw them in. ‘ 
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VisItr PATTERNS AND INTERVIEWS WITH 
SOCIAL WORKERS 


How did the apparent attitudes of these 
mothers, as suggested in the visit patterns ouit- 
lines, compare with their attitudes as evaluat«d 
by social workers in interviews with then ? 
What additional understanding can be found ‘n 
mothers’ verbal expositions of their relatio::- 
ships to their sons and in their expressed <:- 
titudes toward the hospitalization and trea'- 
ment ? 

The “Over-Solicitous, Hovering, Dominee:- 
ing” Mothers. Material obtained by the soci: 
worker in her weekly interviews with tle 
mother labelled by observation “over-solicitous, 
hovering, domineering,” confirmed this evalu.- 
tion of her; in fact, observations of her visi's 
were like visual representations of interview 
material. 

Mrs. A., an almost daily visitor, brougiit 
food, magazines, sometimes playing cards, laid 
her offerings out on a table and drew two 
chairs up to it. She watched Clarkie, as she 
called her college student son, while he ate or 
looked at a magazine, often doing so surrep- 
titiously while appearing to join him also eating 
a cookie or drinking a glass of milk. She 
inquired of personnel about the suitability of 
the type of food she brought; if they went out 
together she inquired whether he would be 
warm enough without a coat. She expressed 
her anxiety about the behavior of other pa- 
tients, whether the man in the next bed was 
likely to harm him; about the temperature on 
the ward, wondering if it couldn’t be regulated 
better, etc. She was seductive as well as 
solicitous. One observation found the two sit- 
ting quietly with arms around each other. On 
other occasions they strolled arm in arm 
through the ward or yard—as one nurse said, 
“like sweethearts.” A rather severely dressed, 
angular woman, in her early appearances in the 
hospital, she seemed to become more interested 
in her appearance and more feminine as time 
went on. Twice she came to hospital dances 
and danced with her son. She was seen coming 
to evening visiting hours with hair freshly 
done and skipping down the street. 

In describing her relationship to her son to 
the social worker she said “he is all I have.” 
She told of how close he had been to her 
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siice his father’s death, and of the interests 
th-y shared and of how often he had come 
home from college. She told of how hard he 
hal tried to take father’s place, and often 
likened her relationship to and attitudes toward 
he: husband to those she had to her son (4). 

\s in the visit situation, so with the social 
werker she concerned herself with every aspect 
of her son’s hospitalization and treatment, with 
one notable exception—she never mentioned 
psychotherapy or the woman doctor assigned 
to her son as playing a part in his progress. 
She not only wanted to know the details of his 
treatment, his diet, his recreation, and his visi- 
tors, but had suggestions in every area, often 
presented from a list she carried with her. She 
thought that he needed more encouragement to 
take part in social activities, that attention 
should be paid to more suitable companion- 
ship, etc. In planning for a discharge she 
talked in terms of ‘‘we.” “We” might take a 
trip or “we” might find an apartment. The 
social worker in interview after interview at- 
tempted to indice‘e to her Clarkie’s need to 
make decisions for himself, while supporting 
mother in her numerous anxieties about him 
and herself. 

The “Sweet Indulgent Mothers.” Interview 
material about the two “sweet indulgent” 
mothers indicated that their indulgence was 
not as freely given as visit observation seemed 
to indicate. 

Mrs. C. seemed so anxious to please her 30- 
year-old son Bill when she _ visited—she 
gieeted him enthusiastically and warmly, as 
he did her—he usually placing a resounding 
kiss on her. mouth when she came. She 
brought snapshots of the family, anecdotes of 
home doings which she related with sparkle 
and verve. Sometimes he showed off for her 
like a little boy, balancing himself between 
two beds and saying “look Ma” to which she 
responded with laughter and apparent pleasure. 
At other times he failed to respond pleasantly, 
and launched into accusations of her for put- 
ting him in the hospital and reiterated his 
stand against further shock treatment. Mother’s 
response to this appeared to be a quiet plead- 
ing. By and large she seemed and was known 
as a “‘nice visitor,” cooperative and no trouble 


and one who gave the patient pleasure. 
Interview material indicated that there was 
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a price for the sort of sweet indulgence that 
mother could provide and that the patient 
seemed to prize, that had been characteristic 
of their relationship. Conditional and unspon- 
taneous giving of gifts or affection to her son 
was clearly portrayed in the mother’s de- 
scription of her relationship to her son; it was 
particularly apparent in the frequent compari- 
sons she made of Bill and his sister Louise. 

Bill, mother said, had always been a good 
boy, two aspects of his “goodness” being es- 
pecially prominent in her description: he never 
exaggerated and he always did errands for her 
willingly and helped her around the house. 
Tietze 7 mentions how highly mothers she 
interviewed prized “goodness.”” Louise, on the 
other hand, told stories and wouldn’t run 
errands. Bill never demanded attention the 
way Louis did. Louise would crawl up in her 
lap, put her arms around her neck and wheedle 
money for ice-cream out of her. She explained 
how hard she had tried to treat them alike, 
and how she had managed to give Bill a watch 
recently because Louise had been given one for 
graduation—five years ago. Louise was gay and 
sociable while Bill preferred to work on model 
airplanes. 

What mother gave to Louise, she gave spon- 
taneously, with and in response to expressed 
affection; what she gave to Bill, she gave as an 
afterthought, deliberately, to make things fair, 
and in return for his goodness, which to her 
was largely represented by his willingness to 
run errands for her. Even in his illness at age 
30, the theme of running errands assumed an 
importance. She told of one visit in which he 
became angry and resentful, accusing her of 
not trying to get him out of the hospital. 
She told him that she wouldn't visit if “he 
talked like that. Toward the end of the visit 
he reminded her of how he used to run errands 
for her and said, “if you'll visit I'll even shave 
for you, Ma.” 

The “Intent Controlled” Mothers. Two of 
the “intent controlled” mothers, as previously 
noted, did not provide the social workers with 
much opportunity to determine the nature of 
their attitudes and relationships. One, the 
social worker saw only once. The other was 
so suspicious of the social worker’s interest 
that it was not possible to establish any rela- 
tionship with her. She spoke of what a “'pet’’ 
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she had made of her son, but did not elaborate. 
Mother’s contributions were confined to criti- 
cism of the doctors for giving or for not 
giving insulin (it was difficult to determine 
which she was criticizing). What comments 
she made were directed over her shoulder as 
she was leaving the office. It was the social 
worker’s conclusion that she was as paranoid 
as her son. 

The “Removed Non-Participating” Mothers. 
In interviews the four ‘‘removed non-participat- 
ing’ mothers expressed little concern with the 
patient’s or their own feelings about his hos- 
pital treatment. Although manifested different- 
ly by each, the emotional distance between 
patient and mother noted in the visit situation 
was also evident in their expressed attitudes 
and feelings about the patient and his illness. 
A marked contrast between the “over-solicit- 
ous” and the “sweet indulgent” on the one 
hand and the “removed non-participating” on 
the other in their emotional involvement with 
his hospital experiences was noted. Yet these 
mothers, in describing their past relationships 
with their sons, mentioned in various ways how 
“close” they had been or how much protective 
care they had given to their sons. 

The first mother to be discussed, Mrs. S., 
visited her son, Johnnie, quite frequently, al- 
ways appearing neatly and fashionably dressed, 
the number of new hats she wore being a sub- 
ject of frequent comment. In the visit situa- 
tion, she made no attempt to please, divert or 
entertain her son and ignored his attempts to 
draw her attention. Once she watched televi- 
sion over his shoulder while he made several 
unsuccessful attempts to interest her in his ac- 
count of some hospital activity. Another time 
she was annoyed that he had gone to another 
part of the hospital and refused to join him 
there although he had left word for her to do 
so. ‘Why can’t he stay in one place when he 
knows I’m coming?” was her angry comment 
to the nurse. On still another occasion, she 
refused a cigarette the patient offered her in 
favor of a different brand she was carrying, 
refused a cookie he had saved for her because 
“it was probably stale.” 

Her concerns about Johnnie’s hospitalization, 
expressed to the social worker, were confined 
to appearance and financial responsibility. She 
complained that Johnnie was getting fat, that 
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his clothes didn’t fit. She pressed for transfer 
from acute to convalescent ward “because it’s 
cleaner and more orderly” on the convalescent 
ward. When told that he could not go horie 
for Easter, her one response was ‘‘what does }ie 
want a new Easter suit for then?” 

She made no inquiries regarding the kind 
of treatment he would receive. Just before he 
started on insulin, Johnnie told her how 
frightened he was but she asked the sociil 
worker no questions regarding the effect, nature 
or possible discomfort of the treatment, evin 
when the element of risk was pointed out ‘0 
her. However, when she was concerned about 
his appearance or about possible financial dif- 
ficulties, she became quite aggressive and miii- 
tant with hospital administration as well as wiih 
the social worker. 

In describing Johnnie’s childhood, mother 
said she always kept him close to her—‘‘he was 
company for me’’ was the way she put it. As 
a baby she used to bring him into the living 
room, for company. Later when she worked in 
a factory she took him with her there. The 
“closeness” she described seemed to be one in 
which Johnnie followed her around and tried to 
keep close to her rather than one in which 
the initiated ‘‘closeness.’”” From her description 
and her visiting techniques, Johnnie reminded 
one of a puppy hanging around for scraps; 
sometimes receiving a few, occasionally a kick 
instead, but always returning with hope. The 
social worker, with patience, caution and con- 
tinued expressed interest in all mother’s prob- 
lems, financial and otherwise, succeeded in 
establishing some relationship with her, and as 
this study ended was endeavoring to show 
mother, by visiting with her, what kinds of 
responses Johnnie sought from her. 

A second “removed, non-participating” 
mother ignored her son in the visit situation in 
a less aggressive fashion. Sometimes she 
answered her son’s confused comments and 
bids for attention mechanically, but gently, 
while looking off into space. ‘Do just as thc 
nurse says, Georgie.’’ At other times she came 
in with another visitor and, while the patient 
sat between them, they carried on a conversa- 
tion about outside doings over his bent head. 
Ward personnel did not know she was his 
mother; they spoke of her as his sister. 

To the social worker, she gave a picture of 
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a close-knit, lively, fun-loving family life. Para- 
doxically she gave this information in a bland 
unemotional way that was characteristic of all 
her communications. The patient, the oldest 
child in the family, had been the sickly one 
among a group of rather robust siblings. 
Mother said ‘“‘he was the oldest but I always 
think of him as younger than the rest.” The 
family made a pet out of him, the other 
children as well as mother and grandmother 
doing special things for him. He seemed to 
have several substitute mothers (he called his 
grandmother “Ma’’)—did mother view the 
social worker as another substitute mother ? 

Lack of directiveness toward her son and 
toward the hospital was a consistent attitude 
she maintained throughout her contacts there. 
Although disapproving of the constant visits of 
her son’s girl friend to the hospital, she never 
attempted to stop them nor asked that the 
hospital do so. She wondered why he wasn’t 
being given shock treatment, when it had been 
successful on his last admission, but did not 
request that the reasons be explained to her 
or that it be tried again, in fact she never got 
in touch with her son’s doctor directly. When 
the social worker offered to get a full report 
of his progress and activities from the doctor 
and other members of the staff, she said “you 
don’t have to bother if it takes up too much 
of your time.” 

This mother had had many tragedies in her 
life, and she seemed to have built up a fatalistic 
resignation to her lot and to be fearful of 
holding a grudge or of fighting back. Such 
defenses seemed to enable her to function well 
as a person, in her family, and in the job she 
held, and the social worker felt that encourag- 
ing her to express her deeper feelings would 
not serve any useful purpose and might prove 
dangerous for this woman’s continued adjust- 
ment. One could not help feeling, however, 
that this weak, ineffectual, confused and child- 
like patient might have benefited if he could 
have borrowed some fight, push and direction 
from his family. Had the patient remained in 
the hospital (he was transferred) it was the 
social worker’s intention to attempt to encour- 
age his mother to provide some direction. 

Another ‘removed non-participating”” mother 


») expressed her distance and lack of involvement 
» with the patient and his illness in even more 
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concrete ways. She came to see the social 
worker only after a final request, amounting 
almost to a demand. She said she didn’t think 
she would visit, “it was too far’ (one-half 
hour’s subway ride) and ‘anyway, they'll be 
good to him here.” She asked no questions 
about what the hospital could or would do 
for him nor how he seemed on the day of 
the interview. Yet in describing his childhood, 
she said she always had to keep an eye on him. 
She accompanied him to and from school until 
he was 12 years old because “he might get 
lost.” She noticed “the guy (the term she used 
in referring to him) got lost a lot.” 


DiscUSSION AND SUMMARY 


These observations and impressions of the 
22 mothers of young male single schizophrenic 
patients suggest that the direct observation of 
the relatives who visit patients in a mental 
hospital may be a useful tool for adding to the 
understanding of interpersonal relationships. It 
may also assist in pointing up ways in which 
the relatives of a patient may respond to or 
utilize various opportunities to participate in 
the hospital experience beyond the actual visit 
with the patient. 

By observing mother and son visiting to- 
gether, it was possible to divide the visiting 
patterns of the group of 22 into roughly 5 
groups: 1) “the over-solicitous, hovering, 
domineering” mothers (3), 2) “the sweet in- 
dulgent’” mothers (8), 3) the “seductive” 
mother (1), 4) the “intent controlled, quietly 
purposeful” mothers (3), and 5) the “re- 
moved, non-participating’’ mothers (7). Ma- 
terial from the social workers’ interviews with 
the mothers and the comments made by the 
nurses on the wards corroborated the impres- 
sions gained from direct observation. 

The common conception of a mother of a 
schizophrenic as “‘over-solicitous, over-anxious 
and domineering” was not borne out in this 
group. Only 3 of the 22 could be so classified, 
while the visiting techniques of almost half 
the group were so lacking in concern and 
solicitude that their very presence or existence 
went virtually unnoticed by those caring for 
the patients. They study suggests that the com- 
mon conception of the “‘typical’’ mother of a 
schizophrenic may be derived from the flagrant, 
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conspicuous behavior of the few rather than 
from a composite picture of all such mothers. 

The study also suggests that by observing 
the visiting habits of relatives one may be able 
to predict their willingness or interest in par- 
ticipating further in the hospital experience by 
joining discussion groups or by maintaining 
regular contact with social workers. Observa- 
tion in this study seemed to be particularly 
useful in ferreting out those mothers whose at- 
titudes toward the patient seemed unconstruc- 
tive but who, in the ordinary course of 
events would not seek out or respond to group 
or social work opportunities designed to help 
them gain in understanding. Techniques for 
drawing these relatives into some alliance with 
the hospital need to be developed if the 
mental hospital plans to reach out through its 
visitors and relatives to increase the understand- 
ing of the problems of the mentally ill among 
the families of patients. Visitors who through 
participation in the hospital experience come 
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to share the goals of the hospital may prove 
to be the best educators of the community. 
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EVALUATION OF THE POSTCONCUSSION SYNDROME 
WITH THE RORSCHACH TEST * 


RALPH M. 


Courville’s (4) excellent study of the his- 
torical, biological, and medical aspects of con- 
cussion and the postconcussion syndrome has 
served to substantiate this condition as a diag- 
nostic clinical entity. His findings indicate 
that the postconcussion state includes a wide 
variety of symptoms which may be classified 
under the major headings of headaches, “nerv- 
ousness,” dizziness, disturbances of vision, 
fatigability, and auditory symptoms. Although 
the clinical diagnosis is dependent largely upon 
the nature of the patients’ complaints, Cour- 
ville believes the anamnestic and clinical ma- 
terial contains sufficient consistency among in- 
dividuals who have suffered closed head in- 
juries and unconsciousness to permit valid 
diagnosis. 

Relatively few reports of psychological test 
results on patients with the postconcussion syn- 


| drome have appeared in the literature, but 


among those which have appeared are ones 
which imply that Rorschach test results permit 
rather clear-cut differentiation of these patients 
from ones having only neurotic difficulties. 
Brussel, Grassi, and Melniker (3), using the 
Rorschach test, reported that they were able to 
duplicate the diagnostic impressions of post- 
concussion syndrome obtained from psychiatric 
interviews in five patients. The total group 





| contained 16 patients, 11 of whom had other 
_ diagnoses. They depended heavily upon Pio- 
| trowski’s (9) “signs” of brain damage as well 
| asa graphic Rorschach technique. Koff (7) re- 
| ported that in 67 of 75 patients with cerebral 
© concussion who had spinal fluid protein over 
40 mg. per cent, the Rorschach “ . . . indicated 
the presence of intracranial organic pathology.” 
None of 52 patients with spinal fluid protein 
under 30 mg. per cent gave such indications. 
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Whitcomb Riley Memorial Association. 
| ‘*From the Department of Surgery (Division of 
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Koff used no control group of patients who had 
not suffered concussion. 

Lynn, Levine, and Hewson (8) gave atten- 
tion to the considerable difficulties they found 
in attempting to characterize Rorschach records 
of patients with postconcussion as contrasted 
with neurotics, normals, and patients with struc- 
tural brain damage. A fairly common finding 
in their postconcussion group was reduced 
productivity and emphasis upon usual or stere- 
otyped rather than original responses. 


PROBLEM 


The problem in the present study was to 
compare Rorschach results from a group of 
patients having the post concussion syndrome 
with a group having neurotic disturbances and 
one with structural organic brain damage. 


SUBJECTS 


Three groups of 23 subjects were used. In 
the experimental group, each patient had a 
history of concussion and the diagnosis of post- 
concussion syndrome was made by the ex- 
amining neurologist. Two control groups were 
composed also of patients who had been 
examined neurologically. One of these con- 
sisted of patients who had structural damage 
to the brain and the other of patients who 
had neurotic complaints but had no history or 
evidence of brain damage. The groups with 
brain damage and postconcussion syndrome 
were tested from 3 to 6 months after injury in 
nearly all cases. The purpose of the tests was 
not explained and the tests were administered 
as routine procedure. 


PROCEDURE 


The Rorschach test was administered indi- 
vidually to each patient. All tests were finally 
scored using Beck’s (2) method immediately 
after testing and before any of-the groups were 
composed. In an attempt to limit irrelevant 
intergroup variance, the patients in the groups 
were individually matched on the basis of color 
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TABLE 1.—DIsTRIBUTION CONSTANTS FOR THREE 
EQUATED GROUPS 








Age Education 1.0. 

Neurotics 

eae 26.09 11.04 106.60 

SS “Sosa ei 4.85 2.24 ty.t2 
Concussion 

DN évcccadsn 25.30 11.43 106.72 

eee 4.08 2.61 24.24 
©. B. D 

ee ZaaT 11.43 106.48 

MM ise eas 3.05 2.22 20.03 





and sex, and as closely as possible with respect 
to age, years of formal education, and I.Q. 
(Wechsler Mental Ability Scale). The com- 
parability of the groups on these variables is 
shown in table 1. None of the mean differ- 
ences approached statistical significance. 

Statistical comparisons of intergroup differ- 
ences were made. 


RESULTS 


Table 2 presents the means and standard 
deviations obtained by the three groups on 
various Rorschach variables. 

The means for the group with brain damage 
rather consistently fell below those for the 
other two groups, but the differences in com- 
paring the group with neurosis and that with 
the postconcussion syndrome were not con- 
sistent in direction. Intergroup comparisons are 
more easily made in a graphic representation 
of the means. Figure 1 presents the means for 
each variable on a T-score scale. The standard 
score scale for the Rorschach variable was con- 
structed by combining the three groups. The 
mean values for each group were plotted in 
accordance with the corresponding T-scores 
based upon the three groups. 


TABLE 2.—DIsTRIBUTION CONSTANTS FOR 
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Figure 1 presents comparisons of each com. 
bination of group pairs as well as a summary 
subfigure. In A it is apparent that the neurotic 
patients generally exceeded those with brain 
damage. An indication of the magnitud: of 
differences is present in the figure since 10 
points on a T-score scale represents 1 standard 
deviation. B indicates that the postconcu:sion 
group also exceeded the group with |vrain 
damage regularly, whereas the compariso. of 
the neurosis and postconcussion groups ‘n C 
shows inconsistent differences. These rcsults 
suggests that in our samples structural firain 
damage lowered the quantitative Rorsc!ach 
scores, but that the patients with neurosis and 
postconcussion symptoms failed to show any 
substantial differences. 

Statistical comparisons of the interg:oup 
mean differences generally failed to reach sig- 
nificance. The brain-damaged group had sig. 
nificantly fewer minor detail (Dd), white. 
space (S$), and popular (P) responses than did 
the neurotics at a level beyond .05. The post- 
concussion group, however, failed to differ sig- 
nificantly from the other groups on any 
variable. 

The Rorschach records in the three groups 


were also studied with reference to the fre § 


quency of occurrence of various “‘signs”’ of brain 
damage. The signs proposed by Piotrowski (9) 
and those by Aita, Reitan, and Ruth (1) were 
used, The relevance of certain of these signs 
to organic impairment of psychological func 
tions has been indicated (10) by their signif 
cant correlations with Halstead’s (5) measures 
of biological intelligence. 

Figure 2 presents a graphic comparison of 


the relative frequency with which Piotrowski’ 


signs occurred in each group. Each sign is in- 


THREE DIAGNOSTIC GROUPS ON RORSCHACH 


TEST VARIABLES 








y 
R Ww D Dd M SumC Z F+ F—Total FCF FCTotal CYF FYTotal YFV S P-  T/RT/k 

ee 
Mean -35.83 6.17 23.35 6.30 1.74 3.52 26.63 15.65 6.70 24.22 1.61 1.87 4.13 .09 3.22 3.30 1.78 4.39 6.87 54.57 6 
S.D. ...21.59 5.19 14.36 8.86 2.23 3.55 22.06 9.93 7.77 1.81 2.53 1.51 3.64 .28 3.12 3.11 2.70 4.36 2.40 26.20 55 
Cancenien 
Mean . .30.13 7.78 19.52 2.83 2.91 4.52 31.30 11.30 4.65 17.04 1.87 1.96 4.74 .70 3.43 4.35 .78 3.00 5.70 53.30 «73 
S.D. ...19.10 8.34 11.82 3.66 2.41 5.10 30.30 6.36 3.12 9.85 2.83 2.03 5.06 1.71 3.63 4.95 1.44 3.08 2.76 18.09 8 
oO. B.D. J 
Mean . 7 70 6.43 16.09 2.22 2.17 3.43 25.17 10.43 4.13 14.87 .83 1.74 3.70 .26 2.39 2.74 .91 2.09 5.30 63.57 SS 
S.D. ...17.67 6.13 12.72 3.11 2.26 4.04 18.37 7.57 4.37 11.53 1.17 1.59 3.54 .85 2.67 3.17 1.32 3.15 2.49 32.06 
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‘signs” of organic brain damage. 


Fic. 1. Graphic presentation of mean Rorschach test scores converted to T-scores for each of three 


diagnostic groups. 


vertical axis ‘“‘most,’’ “middle,” and “‘least” 
indicate the comparative frequency of the signs 
in the three groups. When the same number 
of persons in two groups gave a particular 
sign, both groups were indicated at an average 


| of the two positions not occupied by the third 


gtoup. 
It is apparent from figure 2 that the three 


‘gtoups overlapped very distinctly and showed 
ng thee 















































Fic. 2. Comparative frequency rankings of three 
diagnostic groups on Piotrowski’s Rorschach test 


no consistent pattern. Statistical analysis of the 
intergroup frequency differences using the chi- 
square test indicated no significant differences 
between the neurosis and concussion groups. 
R (number of responses less than 15) and the 
total number of signs differentiated the neurotic 
and brain-damaged groups beyond the .01 level, 
and Impotence (recognition of the inadequacy 
of a response with inability to improve or 
withdraw it) beyond the .05 level. In com- 
paring the postconcussion and brain-damage 
groups only Impotence and the total number 
of signs showed significant differences, both 
beyond the .01 level. 

Results with Aita, Reitan, and Ruth signs 
are depicted in figure 3. 

The results with these signs were consider- 
ably more consistent. The brain-damaged group 
rather regularly had the greatest and the neu- 
rotics the fewest number of signs. Again, how- 
ever, relatively few of the differences were 
statistically significant. No significant differ- 
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Fic. 3. Comparative frequency rankings of three 
diagnostic groups on the Aita, Reitan, and Ruth 
Rorschach test “‘signs’” of organic brain damage. 


ences appeared in the Neurosis vs. Concussion 
comparisons, Comparisons of the neurosis and 
brain-damaged groups yielded the following 
results: Def. (unclear definition of responses) 
and the total number of signs, P<.001; CR 
(concrete responses), P<.01; and Catas (catas- 
trophic reaction), P<.05. Only the total num- 
ber of signs (P<.001) and Def (P<.01) sig- 
nificantly differentiated the groups with concus- 
sion and brain damage. In each comparison 
which reached statistical significance the brain- 
damaged group had the greatest frequency of 
signs. 


DIscUSSION 


Although the Rorschach test has been shown 
in a number of independent studies (1, 6, 9, 
14) to be of value in assessing the psycholo- 
gical effects of brain damage, the present com- 
.parisons between neurotic and postconcussion 
groups reveal insignificant differences. The 
results would suggest that our sample of 
patients with the postconcussion syndrome 
failed to show as much effect of cerebral dys- 
function as was found in other studies using 
groups of patients having myxedema (11), 
chronic brucellosis (12), essential hypertension 
(13), or multiple sclerosis (15). Although 
direct comparison between investigations using 
separate groups may be invalid in many re- 
spects, the patients in the above studies were 
administered the Rorschach test by the same 
examiner and were compared with similar 
neurotic and brain-damaged groups. In each 
of these studies the members of the control 
groups were individually matched with those 
of the experimental group on the same criteria 
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(sex, color, age, education, and 1.Q.). While 
one may not state definitely that the effects of 
brain damage or dysfunction are more pro- 
nounced in these other conditions than in post. 
concussion, the comparisons serve to emphasize 
the apparent difficulty in differentiating the 
effects of concussion and neurotic involvem nt 
on the basis of Rorschach test results, In v::w 
of the strong argument based on neuropat'io- 
logical and clinical findings for viewing he 
postconcussion syndrome as a clinical eniity 
(4), it would seem desirable to investigate ‘he 
possible advantages of other psychological tis 
for potential use in research and clinical eval 1a- 
tion regarding this condition. 


o> 
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SUMMARY 


The Rorschach test was administered to 23 
patients who had experienced cerebral concus- 
sion and unconsciousness and in whom a diag- 
nosis of the postconcussion syndrome had been 
made. This group was compared with one 
composed of patients having structural brain 
damage and another in which the patients had 
neurotic complaints but no history or neuro- 
logical evidence suggesting brain damage. The 
members of each group were individually 
matched for color and sex, and as closely as 
possible for age, years of formal education and 
1.Q. The results indicated certain differences 
between neurotic and brain-damaged groups 
similar to those reported in previous studies. 
Differences between the group with neurosis 
and that with the postconcussion syndrome were 
negligible. These results suggest that the 
Rorschach test may not yield as reliable a 
basis for differentiating the symptoms of neu- 
rosis and concussion as has been implied in 
certain earlier reports. 


ACKNOWLEDGMENT 


The author wishes to acknowledge the as- 
sistance of Mrs. Barbara L. Melberg in analysis 
of the data, 


BIBLIOGRAPHY 
(1) Aita, J. A., Reitan, R. M., and Ruth, J. M:: 
Rorschach’s test as a diagnostic aid in brain 
injury. Am. J. Psychiat., 103: 770-779, 1947. 
(2) Beck, S. J.: Rorschach’s Test. I. Basic Proc- 
esses. New York: Grune and Stratton, 1944. 
(3) Brussel, I. A., Grassi, J. R., and Melniker, A. 
A.: The Rorschach method and post-concussion 
syndrome. Psychiat. Quart., 16: 706-743, 1942. 


Cec SCESSAM A A cen ikea PRN 


¢ 
ug 


nen Sone a Skee ae ON OTL ST 

















Rorschach Evaluation of Postconcussion Syndrome 467 


ile ; (4) Courville, C. B.: Commotio Cerebri: Cerebral system. J. Nerv. & Ment. Dis., 86: 525-537, 
F Concussion and the Postconcussion Syndrome 1937. 

i in Their Medical and Legal Aspects. Los (10) Reitan, R. M.: Relationships of Certain Ror- 
Angeles: San Lucas Press, 1953. schach Test Indicators to the Abstraction and 
Halstead, W. C.: Brain and Intelligence: A Power Factors of Biological Intelligence. Un- 
Quantitative Study of the Frontal Lobes. Chi- publ. Ph.D. thesis, University of Chicago, 
cago: University of Chicago Press, 1947. 1950. 

(6) Harrower-Erickson, M. R.: Personality changes (11) 


— 


(5 


N 
oO 
Fle a i ede Sr 











Reitan, R. M.: Intellectual functions in myxe- 
nt accompanying cerebral lesions: I. Rorschach dema. Arch. Neurol. & Psychiat., 69: 436-449, 
w & studies of patients with cerebral tumors. Arch. 1953. : 
0: Neurol. Psychiat., 43: 859-890, 1940. (12) Reitan, R. M. Intellectual and affective func- 
he Pp (7) Koff, S. A.: The Rorschach test in differential tions in chronic brucellosis. Am. J. Psychiat., 
ity diagnosis of cerebral concussion and _psycho- 110: 19-28, 1953. 

t neurosis. Bull. U. S. Army M. Dept., 2: 170- (13) Reitan, R. M. Intellectual and affective changes 
he 173, 1946. in essential hypertension. Am. J. Psychiat., 
csts (8) Lynn, J. G., Levine, K. N., and Hewson, M. 110: 817-824, 1954. 
| 1a. 4 A.: Psychologic tests for the clinical evaluation (14) Reitan, R. M. Relation of Rorschach test ratios 

of the late ‘diffuse organic,’ ‘neurotic,’ and to brain injury. J. Gen. Psychol., in press. 

‘normal’ reactions after closed head injury. A. (15) Ross, A. T., and Reitan, R. M. A quantitative 
Res. Nerv. & Ment. Dis., 24: 296-378, 1945. study of intellectual and affective functions in 
(9) Piotrowski, Z.: The Rorschach ink-blot method multiple sclerosis. Arch. Neurol. Psychiat., in 
) 23 in organic disturbances of the central nervous press. 
Cus: 
ling: 
been 
one 
rain 
had 
uro- 
The F 
ually FF 
ly as | 
.and FF 
ences § 
roups 
idies. 
arosis 
were \ - 
- the 
ble a 
' neu- 
ed in 
he as- 
nalysis 
jy. Ms 
n brain 
1947. 
'¢ Proc: } 
1944. FF 
iker, A. F 
ncussion Fe 
3, 1942. 


- eins ARIA ET 











INCIDENCE OF FRACTURES IN ELECTROTHERAPY * 
MAURICE KLOTZ, M.D? 


2 Chief, Acute Intensive Treatment Service. 


This investigatior. was undertaken to further 
evaluate more accurately the number of frac- 
tures, symptomatic and asymptomatic, due to 
somatic therapy. This study also has a practical 
aspect from a medicolegal standpoint since the 
price of malpractice insurance is materially in- 
creased when electrotherapy is used as a method 
of treatment. Review of the literature notes 
the incidence in those (2, 6, 9) without post- 
treatment x-rays of the spine was zero (in 350 
cases), 23 (in 230 cases) and 5 (in 156 
cases) per cent. In the series (1, 3, 4, 7, 10) 
with post-treatment x-rays of the spine, the 
findings were 14.7 (in 143 cases), 20.8 (in 
283 cases), 19.3 (in 258 cases), 35.4 (in 212 
cases) and 0 (in 60 cases) per cent. Those 
fractures which were without noted subjective 
symptoms constituted 30, 30 and 94 per cent 
of the over-all incidence (3, 4, 1). The use of 
Syncurine (3) and curare (7) reduced the 
percentage of fractures from 20.8 and 35.4 to 
1.9 and 19.5, respectively. The series (1, 4) 
which did not use muscle relaxants reported 
occurrences of fractures as 14.7 and 19.3 per 
cent. Fractures occurred about three times as 
often in males as in females (3, 6), pre- 
sumed to be due to the stronger muscular con- 
tractions in the male. The most common site 
of vertebral fractures was mid-thoracic (1, 4, 7, 
9) and they were of little morbid significance, 
tending to heal spontaneously (5, 8). 


METHOD 


A survey was made of all patients receiving 
electrotherapy (ECT) at this hospital in regard 
to the incidence of fracture due to treatment. 
This included 1,258 male patients who received 
a total of 1,991 courses and 31,133 grand mals 
from November 1943 to May 1954, after 
which Anectine was used as a muscle relaxant. 
A further study will be made in reference to 


‘From the Veterans Administration Hospital at 
Downey, Ill. 
* Chief, Acute Intensive Treatment Service. 


the relationship of this drug as prophyl.xis 
against fractures. Curare was given until july 
1945 only to those who were extremely tease 
and well muscled. It was then given in‘ra- 
venously in doses of 3, 21/ and 2 cc. accord: 
ing to heavy, moderate and slight physicue, 
until November 1947. Then an automatic giis- 
sando type of instrument was substituted «nd 
the use of curare was discontinued. During 
1951 a marked increase in the fracture sate 
was apparent although the same technique «nd 
team were used for over 2 years. The causes 
for this still remain obscure. In October 1°51 
curare was teinstituted and the bolster (about 
6 inches in diameter) was replaced by a flat 
sandbag for hyperextension of the spine. Priot 
to this time x-rays of the spine were taken 
routinely before ECT and then only if there 
were significant subjective symptoms and /ot 
objective findings. A policy of routine post- 
ECT x-rays of the spine was then established. 


FINDINGS 


A total of 77 fractures was found in 72 
patients (5 had fractures more than 1 time). 
Of these, 72 were vertebral (66 dorsal, 6 
lumbar), 3 were rib, 1 was a shoulder and 1 
a hip. The mean age of the patients was 37.4 


TABLE 1.—TyYPeEs OF FRACTURES 





Components 





No. per No. of 





Locations No. Total No. fracture patients 
Vertebra 

Dorsal ... 66 119 1.8 63 

Lumbar .. 6 6 1.0 4 
Other 

Locations 

ae 3 6 2.0 3 

Shoulder 1 1 1.0 1 

Hip ..... 1 1 1.0 1 

Total .... 77* 133 7 72 





* Includes five fractures at different times in same 


patients. 
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TABLE 2.—TyYPES AND NUMBERS OF VERTEBRAL 





FRACTURES 
Seite cans 2SAas oT? 6 i234 
Number of 
Fractures 2eG MAW tiis3 1 





yeats and the fractures occurred at an over-all 
mean of 11.5 grand mals. Since 42 per cent 
(32 cases) of the vertebral fractures were 
symptomless and only found incidentally on 
routine x-ray, a more realistic mean would have 
been 4.7 grand mals if fractures without symp- 
toms were omitted from the calculations. Most 
of the vertebral fractures were located in the 
mid-thoracic region from the second to the 
eighth dorsal vertebrae, mainly involving the 
third to the sixth. The component fracture 
average was 1.7 per patient. The average 
number of fractures was 3.1 per year from 
November 1943 to December 1950. From 
January to October 1951 this increased to 16, 
constituting a yearly average of 21.3 fractures, 
or about 7 times the previous average. Sub- 
sequently there were 14 fractures with symp- 
toms and 29 fractures without symptoms. There 
were 3 additional symptomless fractures which 
were found prior to this time and these were 
discovered incidentally on routine pre- ECT x- 
rays of the spine and due to previous ECT. 
The average number of fractures per year dur- 
ing the time routine post-ECT x-rays of the 
spine were taken was 16, This is in contrast to 
the 3.1 fractures per year average from No- 
vember 1943 to December 1950. The over-all 
average number of fractures per year was 6.4. 
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The relationships of the fractures to the vari- 
ous periods is outlined in table 3. 


DIscussION 


This investigation was primarily oriented to- 
wards the more accurate determination of the 
true incidence of fractures due to ECT. Causal 
factors have been well discussed by other 
writers. It is interesting to note that Darling 
(2) reported 350 cases in which there were 
neither deaths nor fractures. Since routine post- 
treatment x-rays were not taken it is likely 
that there were unrecognized symptomless 
fractures in this series. The present findings 
revealed that symptomless fractures, which 
would have been overlooked, constituted 67 
per cent of the total of 43 fractures during the 
period in which routine post-ECT x-rays were 
taken. Cook and Sands (1) reported that 94 
per cent of the fractures (chemical convulsants) 
had no significant symptoms and the other two 
studies (3, 4) each had 30 per cent of the 
fractures without significant symptoms. One 
singular series (10) with routine post-treatment 
x-rays of the spine and no muscle relaxant re- 
vealed no fractures and this was attributed by 
the writer to the firm but flexible technique of 
the team. 


SUMMARY 


1. Of 1,258 patients treated with ECT, 72 
developed a total of 77 fractures incurred at 
different times, attributed to the treatment from 
November 1943 to May 1954, including 1,991 
courses and 31,133 grand mals. 

2. Of the 77 fractures, 72 were vertebral (of 


TABLE 3.—RELATION OF FRACTURES TO PERIOD 














Post-ECT 
Period Curare X-ray Symptoms 
Occas- Rout- Tot- No.of Ave. 
None ional ine Yes No Yes No al Years per year 
Nov. 1943—June 1945 — x — _— x 7 0 7 1.7 4.1 
Jul. 1945-Nov. 1947 —_ _— x _ x 6 1* 7 2.3 3.0 
Dec. 1947—Dec. 1950 x _— —_ _— x 8 0 8 3.0 27 
Jan. 1951-Sept. 1951 x — - — x 10 2* 12 0.8 16.0 
Oct. 1951-May 1954 — — x — 14 29 43 Z7 16.0 
NE 8 Sie Sra rasz acess ai ccaiees 45 32 - 77 10.5 _ 6.4 





* Discovery of symptomless fractures prior to 


was incidentally found in routine pre-ECT x-rays of 


routine post-ECT x-rays of spine in October 1951, 
spine in subsequent course of ECT. 
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which 66 were dorsal and 6 lumbar) and most 
of these occurred in the region of the 3-6 
dorsal. Three involved the ribs, and there was 
one each involving shoulder and hip areas. 

3. The average component parts of regions 
fractured were: vetebral 1.8, lumbar 1.0, ribs 
2.0, shoulder 1.0 and hip 1.0. 

4, The average number of fractures per year 
from November 1943 to December 1950 was 
3.1 increasing. to 21.3, for obscure reasons, 
during the period of January to September 
1951. 

5. From October 1951 to May 1954, there 
were 29 (67 per cent) of a total of 43 
fractures without known symptoms, which were 
discovered incidentally on routine post-ECT 
x-rays of the spine instituted during this period. 

6. These, added to three other symptomless 
fractures found incidentally before this period 
on routine pre-treatment x-ray, constituted a 
total of 32 (42 per cent of over-all incidence 
of 77 fractures). 

7. All fractures were of the simple type. 
Those involving the vertebrae were of the com- 
pression type, usually involving less than one- 
third of the anterior aspects of the body of 
the vertebra, with no known residuals. 


CONCLUSIONS 


1. Symptomless fractures do occur in the 
vertebrae due to ECT which may remain un- 
detected unless routine post-treatment x-rays of 
the spine are taken. 

2. While these may not be of much clinical 
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morbid significance, they are of academic in- 
terest and of medicolegal significance. 
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A CASE OF SCHIZOPHRENIA IN CHILDHOOD 


A. GILLIS, M.B., B.Sc., M.R.C.P.E., D.P.M. 


Schizophrenia is an uncommon disease in 
childhood and, generally speaking, cases of 
schizophrenia in children do not readily fall 
into the classification used for the adult forms 
of this disease. Kanner (1) merely distinguishes 
cas¢s with acute onset and cases with insidious 
onset. In a reliably diagnosed case the prog- 
nosis is almost uniformly bad. The case repor- 
ted here is unusual in that the clinical picture 
very much resembled that of the adult schizo- 
phrenic acute reaction and it is also unusual in 
that it showed a rather favorable course. 
Eickhoff (2) has suggested that schizophrenia 
in childhood is an arrest in development of ab- 
stract thought and emotional maturity at an 
infant or toddler level, dependent basically on 
a defect in the acquisition of general sensation. 
Schurmans (3) describes seven cases of infan- 
tile psychosis which resembled adult schizo- 
phrenia more closely than any other condi- 
tion. However, as the onset of these cases was 
between 1 and 5 years of age, it is difficult to 
say whether they represent a regression as in 
adult schizophrenia or an arrest in develop- 
ment. The case reported here is of interest as 
the onset was at 12 years in an individual 
whose previous history did not suggest an ar- 
rest in development of abstract thought, 
although his level of intellectual development 
was at the lower end of the average range. 


CASE RECORD 


A boy aged 12 years was admitted to the 
local Infectious Diseases Hospital on 
April 9th, 1953, with a history of 5 or 6 days’ 
confusion. His mother stated that she first 
noticed something wrong when she sent him 
to bring some coal and he came to her saying 
that he could not find the coalhouse. There 
were no vomiting, headache or pyrexia, but in 
view of the fairly acute onset and a possible 
tuberculosis contact he was admitted to the 
Hospital for Infectious Diseases for investiga- 
tion—especially with reference to tuberculous 
meningitis. 

Physical examination revealed no abnor- 
mality in the C.N.S. The lumbar puncture on 


471 


admission produced transparent C.S.F. con- 
taining one cell per cubic m.m., protein 10 mg. 
per cent. W.R. reaction negative and Lange 
normal. After his admission his behavior be- 
came strange. He was difficult to nurse and was 
reported to have thrown dishes across his room 
for no particular reason. At the slightest sound 
he became very disturbed, and the noise of 
drawing curtains was sufficient to precipitate 
a noisy outburst. When I saw him 3 days after 
his admission I was able at the same time to 
interview his mother. She gave a history which 
suggested that the boy had been subject to 
fairly severe emotional stress. He had had two 
eye operations for bilateral correction of squint 
about a year ago. A few months previously he 
had been moved to a new school and the 
mother thought that he was unhappy there. 
She stated that he worried over his homework, 
spending a long time over it, and on two occa- 
sions he had got up during the night to continue 
with his homework. 

On examination he showed a fairly severe 
thought disorder, his replies to questions were 
mostly irrelevant and often composed of bi- 
zatre phrases, for example, “blood poisoning” 
repeated over and over again, or, “I am not to 
blame.” He gave the impression of low average 
intelligence, perhaps bordering on high-grade 
mental defect, and the picture was that of a 
schizophrenic reaction in such a person. He 
was admitted to Cherry Knowle Hospital on 
my advice for further investigation and treat- 
ment, On his arrival there on April 20th, 1953, 
he was found to be semi-stuporous, lying with 
his mouth open and taking no interest in his 
surroundings. This was thought to be a cata- 
tonic phase and he was given intravenous so- 
dium amytal (grains 114); under the influence 
of this he began to answer questions. He stated 
that he was being blamed “for letting out the 
pigeons” and also for “breaking the lamps.” 
He later relapsed into his semi-stuporous state. 
Although the diagnosis was now almost cer- 
tain, a few further investigations were carried 
out to exclude an organic lesion. X-ray of the 
skull showed no abnormality and the fasting 
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blood sugar was 73 mg. per cent. The E.E.G. 
was an abnormal record showing generalized 
low voltage delta activity. 

Two weeks after admission he was still com- 
pletely mute except for occasionally mutter- 
ing “I did not do it.” It was possible to obtain 
coherent conversation from him by giving him 
intravenous sodium amytal. On a few occa- 
sions he was reported to have been seen weep- 
ing. The lumbar puncture was repeated and 
the previous findings confirmed. An air enceph- 
alogram was done and the pictures showed 
that air had entered the ventricular system, 
but no abnormality could be detected. The 
catatonic state persisted and he was given 
E.C.T. on two occasions. Following this he 
spoke a little more freely, but most of it was 
incoherent. At this time he became resistive 
to nursing assistance and was refusing his food. 
He appeared also to be suffering from aural 
hallucinations and at times was incontinent. 
On June 29th, 1953, he was found to be quite 
disorientated, not being able to find his own 
bed, often mistaking staff members for close 
relatives and frequently crying “I didn’t do 
it.” As he was not making much progress it 
was decided to allow him home for a few days 
to try the effect of home environment. He was 
at home from July 8th until 13th, and on his 
return was found to be very much as before. 
He now seemed to be becoming increasingly 
despondent and uncommunicative, especially 
during the early part of the day; at other times 
he gave the impression of being apprehensive 
and fearful. His conversation remained inco- 
herent to a large extent, and he was frequently 
incontinent of urine. It was decided to com- 
mence insulin therapy. By August 6th, 1953, 
that is 3 weeks later, although no comas had 
yet occurred, he showed marked improvement. 
His conversation had become relevant and 
coherent and his mood more normal. His 
parents were pleased with him and thought he 
was now approaching his “normal.’”’ He was 
given weekend leave in the middle of Septem- 
ber and on his return his father stated that he 
wished to have him at home. Although the in- 
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sulin course was just getting under way, it was 
decided to allow him home, at least for a tire. 


FURTHER COURSE 


Reports were obtained at intervals and he 
was seen at outpatient clinic from time to 
time. On December 7th, 1953, his mother re- 
ported that “he is wonderful,” doing well at 
school, happy and contented. On simple tests 
his intelligence seemed to be average for jis 
age and no active schizophrenic symptoms 
were present. This satisfactory state has con- 
tinued for the past year. He was last seen in 
November 1954 and I had an E.E.G. male, 
This showed a definite excess of slow activity 
but considered to be a non-specific abnormality 
and of no great significance. The boy seemed 
to be doing fairly well, and no special com- 
plaints were made by his mother. 


COMMENT 


This case is an example of schizophrenia in 
childhood with a clinical picture very similar 
to that of an adult acute catatonic reaction. 
The physical findings were all negative. The 
improvement with E.C.T. and insulin are 
what might have been expected in an adult 
case, but must be considered remarkably {a- 
vorable in childhood, in view of the usual 
gloomy prognosis given in these cases. It is 
now more than 20 months since the onset of 
his illness and more than 15 months since his 
return to school. It is to be hoped that the 
present state is more than a _ temporary 
remission. 

I wish to thank Dr. E. F. Dawson-Walker 
for referring this case to me and Miss A. 
Wilson for her secretarial assistance. 
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SUPERFICIAL PSYCHOTHERAPY IN PSYCHONEUROSIS * 





A Study of 317 Cases Treated with the Aid of Sodium Pentothal, 
Methedrine and Carbon Dioxide * 


N. S. VAHIA, M.D., AND M. R. GAITONDE, D.P.M. 


INTRODUCTION 


Realizing that the number of patients in 
need of psychotherapy was much greater than 
our ability to cope with them at the K. E. M. 
ospital, Bombay, it was considered advisable 
hat some measures should be taken, if pos- 
ible, to decrease the number of sittings re- 
uired by each patient. After some preliminary 
ork it was felt that it would be advisable to 
tudy the value of a few drugs in shortening 
he duration of treatment in cases of psychoneu- 
osis. In the beginning we used Pentothal 
ainly and as the work progressed Methdrine 
nd carbon dioxide were included in the study. 
fter obtaining our first impressions we sent 
em to some of our colleagues abroad for 
eir comments. The names of some of these 
orkers were supplied to us by the Chairman 
f the Research Committee of the American 
sychiatric Association. 


METHOD 


Cases which, in our opinion, required psy- 
chotherapy were included in this study. One 
of us (M. R. G.) made a detailed psychiatric 





kase study by the interview technique. Com- 
plete physical examination and necessary labora- 
ofy investigations were carried out in every 
ase. An explanation regarding the nature 
of treatment was given to the patient before 
its commencement. 

Only a brief description of the technique 
ndopted by us is given because complete de- 
ails regarding the administration of sodium 
Pentothal, Methdrine and carbon dioxide with 
eit indications and contraindications have 
been discussed by us in separate publications. 

Pentothal. Pentothal 2.5 per cent (i.e. 0.5 


"The investigation was carried out with the help 
ff a grant from the Indian Council of Medical Re- 
Search, Government of India. 

*From the Department of Psychiatry, K. E. M. 
Hospital, Parel, Bombay, India. 
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gm. in 20 cc. distilled water) was injected 
intravenously at the rate of 1 cc. per minute 
till the patient reached the twilight state. With 
the background already obtained, questions 
were asked to the patient relating to his illness. 
Sometimes the patient, who was quite con- 
scious in the first minute or two, suddenly 
slept without passing through the twilight 
state. These patients were interviewed as they 
came out. A minimum of six sittings were 
given. The number of sittings were increased 
when it was felt that more sittings would make 
the psychodynamics clear or would help in the 
patients’ improvement. The maximum number 
of sittings given to one patient was 32. 

Methedrine. Methedrine 20 mg. diluted in 
4 cc. distilled water was injected intravenously 
very slowly daily in most of the cases as recom- 
mended by Levine and others (4) Arbitrarily 
six treatments were given to every patient be- 
fore deciding the advisability of continuing 
further. The maximum number of sittings 
given to one patient was 18. When Methedrine 
was used for differential diagnosis between 
psychoneurosis and psychosis or between or- 
ganic and functional psychosis, the injections 
were stopped as soon as the diagnosis was 
clear. The interviews were conducted in the 
morning to avoid sleeplessness that followed 
when injections were given in the afternoon. 

Carbon dioxide. Carbon dioxide inhalation 
therapy was used according to the technique 
of Meduna (1). Usually 30 daily sittings were 
given before the patient was considered re- 
fractory to treatment. In patients that started 
showing improvement more sittings were given. 
The highest number of sittings given to one 
patient was 125. 


RESULTS 


Once a week or more often when we felt 
necessary, the patient’s interviews and his prog- 


ress were discussed and after six treat- 
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TABLE 1.—ANALYSIS OF THE RESULTS OF TREATMENT 
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of Pentothal or Methedrine or 30 
sittings of carbon dioxide the entire case was 
evaluated. Results given in table 1 represent 
the mean of the impressions regarding improve- 
ment as noted by the patient, his relatives and 
the therapists. The miscellaneous column in- 
clides cases which were taken up mainly for 


ferential diagnosis and, as no improvement 
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was anticipated, the majority of them fall in 
the treatment discontinued column. 

Cases of sex disorders have been included in 
this series; these, on our opinion, could be in- 
cluded in the group of psychoneurosis. Per- 
versions and sexual psychopaths have not been 
included here. 

The results in table 1 do not show the 


TABLE 2.—ANALYSIS OF THE RESULTS OF PATIENTS TREATED WITH PENTOTHAL 
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TABLE 3.—ANALYSIS OF THE RESULTS OF PATIENTS TREATED WITH METHEDRINE 
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Therapeutic Response 
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relative efficacy of Pentothal, Methedrine and 
catbon dioxide. Therefore these data were 
further analyzed in tables 2, 3 and 4. 


DIscUSSION 


The work was undertaken with two ob- 
jectives: 1) to study the value of these drugs 
for better understanding of a patient's prob- 





lems, and 2) to help a patient as quickly as 
possible. 

Pentothal. So far as the first objective was 
concerned we found that 67 of 128 patients 
did not talk during the Pentothal interviews. 
The psychodynamic factors in the causation of 
the illness were therefore not clear in these 


cases. 
In 24 cases Pentothal interviews brought 
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TABLE 4.—ANALYysIS OF THE RESULTS OF PATIENTS TREATED WITH CARBON DIOXIDE 





Disease 


Therapeutic Response 
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forth material which, in our opinion, gave us 
some idea regarding the psychodynamic factors 
responsible for the illness. We felt, however, 
that this material would have come up in the 
interview even without the help of this drug, 
but it would have taken a longer time. In 
this respect we felt that Pentothal had a defi- 
nite place in shortening the duration of psy- 
chotherapy; but we also felt that rapport was 
the most essential factor in bringing about the 
improvement. 


We felt that Pentothal was conducive to the 
establishment of better rapport and if we had 
not had the help of this drug it would have 
been difficult to make some of our patients 
come to us a second time. 

Horseley (2) found Pentothal useful in 
unearthing conflicts more easily. Our experience 
indicated that that was not so in about 30 per 
cent of our cases in this series. This might 
be due to the different technique or to the 
different types of patients (the uneducated and 
the suggestible group) that we were treating. 
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We agree with Freyhans (3) that Pentothal 
is not a truth serum and that if a patient did 
not want to speak, the therapist was helpless. 

Seven cases in the series showed marked ab- 
reaction and in all these patients improvement 
was most gratifying. 

In 14 patients there was a relapse after the 
stopping of the treatment (i.e. after six sit- 
tings). We therefore gave a second course of 
six interviews followed by a gradual reduction 
in the frequency of the treatment. We found 
this arrangement satisfactory and our patients 
maintained improvement though the underly- 
ing conflicts could not be resolved because of 
the low educational level. 

Methedrine. In contrast to Pentothal we 
found that Methedrine was more satisfactory in 
the study of the psychodynamics of the illness 
and we felt that without the help of this drug 
our understanding of the patients’ illness would 
have been less satisfactory. 

In 11 patients on Methedrine interviews 
there was an abreaction and in them the im- 
provement was satisfactory. 

In some cases of hysteria, the hysterical 
features became more marked while in four 
cases an actual hysterical trance was produced 
as a result of the drug. 

Methedrine helped in promoting intellectual 
insight in the patient towards his illiness (4). 
However, it might be stated that an intellectual 
appreciation of the illness did not produce 
proportionate improvement in the patient, but 
it enabled the patient to handle his illness more 
reasonably. 

To these patients who did not talk on 
standard technique, a higher dose of Methe- 
drine was given (up to 60 mg.). Later we 
gave 60 mg. undiluted intravenously to these 
patients. We did not give a higher dose than 
this because, from personal communications 
(5), we found that 20 mg. was the average 
dose commonly used by most of the workers. 
Even with this high dose of 60 mg. patients 
did not talk when they determined not to talk, 
indicating that information could not be 
forced out of the patient against his will with 
this dosage. 

We found that Methedrine was of help in 
differential diagnosis. Under Methedrine the 
psychotic features became manifest and there- 
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fore in some cases Methedrine was of use in 
distinguishing psychoneurosis from psychosis. 

One of our patients complained of hematuria 
which started 2 weeks after the last twelfth in- 
jection of Methedrine. The patient was given 
a through examination and no cause could be 
found for hematuria. 

Another patient with a very small dose of 
Methedrine (Smg.) became confused and sleep- 
less and these symptoms lasted for about a 
week. Because of this we could not give 
further Methedrine treatment to this patient. 
Incidentally he responded well to supportive 
sodium Amytal interviews. 

Yet another patient not included in this 
series (because he was treated in private by one 
of us) exhibited addiction to this drug and 
insisted on having its injection ‘‘per se’’ even 
though it was emphasized that these injections 
produced only temporary relief in him and had 
doubtful value when not associated with psy- 
chotherapy. 

Carbon dioxide. In the administration of 
carbon dioxide our object was to find how 
much relief the patient experienced from the 
physiological action, as propounded by Meduna 
(6). Hence no attempt at psychotherapy was 
made. 

Since improvement did not come to these 
patients early, the majority of them gave up 
treatment soon after the start and therefore 
have not been included in this series. 

We found that as a rule patients were not 
apprehensive of the treatment (7). The dreams 
that the patients reported during carbon dioxide 
coma as well as the patients’ activity during 
the induction phase or after coma gave useful 
hints in the understanding of their illness. 

Our results in stammering have been uni- 
formly bad as compared with those of Meduna 
(8) and Smith (9). 

One of our patients, a lawyer who felt that 
he was 40 per cent better after 55 sittings 
of carbon dioxide, suddenly dropped down to 
zero per cent when, in order to satisfy his 
curiosity, we told him about the mechanism of 
carbon dioxide action and the various views 
of different workers. In three acute psychotic 
conditions we gave multiple treatments per day 
(3 to 6) and all these showed 100 per cent 
improvement. The spontaneous cure that oc- 
curred in these conditions made it difficult to 

















assess the contribution of carbon dioxide in the 
patients’ recovery. One such patient who was 
showing very gradual response to carbon diox- 
ide showed rapid improvement with E.C.T. 

We therefore felt that since the cases that 
responded to carbon dioxide in this series were 
of the suggestible type the mechanism of relief 
in the case of this agent was probably psycho- 
logical. 


COMMENTS 

As the prejudice against psychiatry in India 
is quite high, people were reluctant to come 
for treatment; and-even when they did, they 
often desired that no one should know about 
the psychiatric treatment they received. Al- 
though the patients were assured on this score 
the situation left much to be desired. The 
patients coming to us belonged predominantly 
to the ignorant class who did not see the 
rationale of talking out their trouble. Three 
of our patients insisted that they should be 
interviewed with Pentothal only in the presence 
of their relatives and no amount of explanation 
on our part was of any avail. Although pa- 
tients were given appointments, they seldom 
adhered to them. Therefore very often it hap- 
pened that more than one patient and their 
relatives were found outside the therapist's of- 
fice, discussing their complaints and the nature 
of the treatment. These discussions were con- 
sidered to be undersirable, but in the set-up 
that we were working in, it was not possible 
to avoid them. One patient strongly resented 
the intimation for follow-up because his rela- 
tives came to know about his illness, which he 
was anxious to avoid. He even said “I would 
not have taken treatment if I knew that I was 
to be bothered with a follow-up”. Some of 
these difficulties could have been handled well 
by the psychiatric social worker and her ab- 
sence decreased our ability to help the patients. 

It might be noted that in this series there 
were no controls. In the beginning we tried 
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to have a control series but we found that 
patients did not continue treatment, as they 
felt nothing active was being done for them. 
From these earlier studies, however, we found 
that injections of distilled water brought 
temporary relief only in cases of hysteria but 
even in these cases Pentothal gave more satis- 
factory results. 


SUMMARY 


1. An improvement rate of 40 to 60 per 
cent was noted at the termination of treatment 
in our series of cases treated with Pentothal, 
Methedrine and carbon dioxide. 

2. Pentothal was found useful in cases of 
hysteria mainly due to establishment of better 
rapport. 

3. Methedrine was of use in development of 
intellectual insight and better understanding of 
the psychodynamics of the illness. 

4. Carbon dioxide probably acted as a sug- 
gestion in the cases that responded. 
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CASE REPORT OF AN AMATEUR ARTIST 
A Psychopathological Report * ’ 


JOHN T. EVANS, Ph.D. 


The interpretation of artistic productions 
such as in the Draw-a-Person test or the House- 
Tree-Person test is well covered in the litera- 
ture. An unstandardized but pointed request 
for a drawing was made of Russell Blank who 
was admitted to this hospital following self- 
inflicted cuts to his left wrist while intoxicated. 
The projection of his conflicts was most ob- 
vious in his drawings although consciously in- 
tolerable to him. His case also provides evid- 
ence consistent with the psychoanalytic inter- 
pretation of right- and left-sidedness. 

Russell is a 25-year-old, fair complexion, 
blond seaman who was born in Pennsylvania 
in 1925. His mother died when he was 3 years 
old. His father told him that the mother had 
died of pneumonia and it was not until he 
was 21 that his uncle told him the mother died 
of a uterine hemorrhage following an at- 
tempted abortion. Russell mentioned still an- 
other version of how the mother died; he spoke 
of her as dying when abortive measures failed 
following which she cut her wrists. Following 
the death of the mother the patient and an 
older sister were sent to live with the grand- 
mother. The father went back to college, 
finishing his A.B. and MLS. degrees. 

Very little information is available concern- 
ing the early years of his life other than that 
the grandmother disciplined him and yet gave 
him only one good spanking. Russell started 
school at 6 years of age and had a tonsillec- 
tomy that year. He reached puberty at 12; he 
derived his sexual education from the older 
fellows around town and was bewildered by 
it. Three years later when Russell was 15, his 
father remarried. Russell says he got along 


* From he U. S. Naval Hospital, Chelsea, Mass. 

* Published with the permission of the Bureau of 
Medicine and Surgery, Navy Department. The 
opinions and conclusions are the private ones of 
the author and are not to be construed as official 
or reflecting the views of the Navy Department or 
the naval service at large. 


well with his stepmother but that his sister 
took care of him most of the time. Father 
at this time was a teacher in high school. He 
was a teetotaler, well respected, and always 
had Russell come in at night by 10:30. This 
presented no problem to Russell because he 
wanted to keep in shape and be in bed early 
anyway. He and his father often worked out 
together in the gymnasium. In spite of this 
Russell did not feel that his father under- 
stood him. He felt rebellious and only wanted 
to do what he wished to do. During his school 
years he made very good grades and made a 
good adjustment. His main interests were art 
and athletics. Upon graduating from high 
school at 17 years of age he joined the Navy. 
Within a year after joining the Navy he ex- 
perienced his first sexual intercourse. In re- 
sponse to questions he mentioned that he re- 
jects homosexuals who approach him. He did 
complain, however, in treatment, of the close- 
ness of the bunks in the barracks at the North 
Atlantic Base. 

During his first enlistment in the Navy the 
patient served in England as a corpsman at a 
very active dispensary. One particular period is 
important, occurring in 1944 at the height of 
the bombings. Russell was sent out to pick up 
casualties and one casualty was headless. After 
the war he took a job with a tree company 
and after working 6 months went to art school. 
He lived with a friend on 65 dollars a month. 
They often had only bread and water to eat. 
At the end of about a year his friend left and 
got married. Russell reenlisted in the Navy 
in 1948, shifting his branch of service to yeo- 
men work since he had not been satisfied in 
the medical department. He complained in 
treatment of the unmanliness of the work done 
by hospital corpsmen. While on leave at home 
he scratched the back of his /eft hand with a 
razor blade. A second incident occurred in 
1950 while he was sketching the men at the 
enlisted men’s club at a North Atlantic base. 
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He kept a razor handy to sharpen his pencils 
and tried it on the back of his left hand ‘‘to 
see if it was sharp.” He was intoxicated at 


the time. A third incident occurred when he 
came back to the barracks intoxicated. His 
shipmates tried to quiet him and put him to 
bed but he kept getting up. He was later 
found in the washroom with blood dripping 
from five cuts on his Jeft wrist and with a 4- 
inch cut on his right cheek parallel to a healed 
slash scar (which had not been previously 
noted in his health record). It was on this 
incident that he was transferred from the 
North Atlantic base. to this continental Navy 
Hospital. 

Following his period of hospitalization dur- 
ing which the tests to be reported on were 
taken, he was returned to duty and was again 
sent to the same North Atlantic base. Al- 
though others did not like the duty at this 
base Russell liked it well enough to extend 
his enlistment for a year in order to stay there. 
He was a member of the basketball team and 
was also interested in the football and soft- 
ball activities. He continued his art and read- 
ing interests at this base. Within a week after 
his return to duty he and three others hired 
a cab to take them to the nearest town, some 
90 miles away. All of the men had been drink- 
ing, including the cab driver. During the trip 
they had an accident which was not reported to 
naval authorities. Two months after having 
been returned to duty, while intoxicated, Rus- 
sell said he fell down a bank beside a road, 
breaking a bottle of whiskey he had under 
his arm with resulting cuts to his /eft forearm. 
On examination by the medical officer the cuts 
did not appear consistent with those inflicted 
by a fall but appeared to be self-inflicted. He 
was again rehospitalized and ultimately dis- 
charged from the Naval Service. 

A follow-up investigation was made 1 year 
after discharge from the hospital at which 
time it was found that the stepmother had told 
Russell that there was no place in the home 
for him, as she had rented his room. He was 
welcomed into his aunt’s home and was told 
that he should always consider her home as 
his own. During his service he had sent quite 
a bit of money to the aunt which she’ returned 
when he was discharged from service. He 
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drank excessively until the money was all gone. 
At the time of the follow-up investigation 
Russell was working in a chemical plant and 
seemed to like it very much. He was drinking 
less and less and had not missed 1 day since 
he started to work. His aunt persuaded him 
to take up his art work again and she said 
for quite awhile he drew wild, weird things, 
but that he then began to be more rational in 
his expression in his drawings. She said he 
referred occasionally to his hospitalization and 
seemed resentful over it. Russell's aunt felt 
that he was slowly improving. He is never 
abusive or unkind to her family and has never 
failed to pay her his board. Her children are 
very fond of him. She also commented that 
Russell is very resentful toward his father (the 
aunt’s brother). 

Shortly after his first admission he was ad- 
ministered the Rorschach and the House-Tree- 
Person Test including the post-drawing inter- 
rogation. He was also asked to draw a picture, 
given only the instructions to draw “how he 
got to the hospital.” Figure 1 is the picture 
he drew. The original of this picture was done 
in pencil and was 17 x 22 inches. Mr. Phillip 
Kelsey, Instructor of Art at Boston University, 
painstakingly traced the drawing in ink so that 
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it could be reproduced. The patient described 
the picture as follows: the lower right hand 
corner of the picture shows the head of a man 
with a piece missing in the brain. This miss- 
ing link leads to drinking (the shot glass) 
which jeads to cutting the wrist with the razor 
blade. Seated above is the doctor who sends 
the patient to the hospital by means of the 
book and papers. The patient is sitting on the 
book in a skeptical mood, not angry and yet 
not pleased. He believes there is nothing 
wrong with him and it is a waste of Uncle 
Sam’s time and money to have him in the hos- 
pital. While he is still in the hospital he is 
still reaching into Uncle Sam’s pocket, draw- 
ing his pay. The hand in the lower right-hand 
corner of the picture holds the key part of 
the difficulty and when fitted into the puzzle 
will change the picture. The whiskey glass will 
then be displaced and the entire structure will 
topple down. The row of mountains was in- 
cluded for an illusion of distance, according 
to the patient. He was also asked about the 
two parts of the body of the upper right-hand 
figure and he said they are really joined, and 
“you have to imagine more.” No further in- 
formation could be elicited from him about 


the picture. 
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The House-Tree-Person reproductions are 
given in figures 2, 3 and 4. Russell was asked 
to draw a House-Tree-Person on his own time. 
The resulting drawings were in ink. The post- 
drawing interrogation (1) was then conducted. 
He described the house as of two stories, a 
frame house, for two types of people. The 
mirrors at the top were for the egotistical 
people and the windows at the bottom were 
for the broad-minded people. Broad-minded 
people observe other things. He feels it is a 
friendly house and that he would like to have 
a wife in the house with him because that is 
natural. The house reminded him of a friend 
who sees only himself, and that makes Russell 
mad. He feels the house could do without the 
top story. (The staircase connecting the two 
floors, with the locked door, suggests that 
Russell feels even broad-minded people inust 
guard against the possibility of becoming 
egotistical.) 

The tree Russell drew was an apple tree 
located at the house he lived in in 1939. The 
tree is 20 years old and only part of it is living. 
The part that is living is bearing fruit and 
green leaves while the /eft side is dead be- 
cause it wasn’t taken care of. The left side 
survived only 2 years in the beginning. The 
tree looks more like a woman to him because 
it is not too strong, does not have strength but 
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Fic. 4 

does have graceful lines of beauty. He saw 
the tree off by itself in the fall. If he were 
to have drawn the sun in this picture he would 
have put it on the right side (the side on which 
the green leaves and fruit are growing). The 
sun would be in the west. The tree made him 
think of the shade which is cool and refresh- 
ing. It reminded him of “good and evil,” 
“health and death.” He felt it reminded him 
of everyone, that everyone goes through life 
and death. He feels the left side needed re- 
moving. 

Russell describes the person as a boy of 15 
years of age. He sees it as himself in his 
school days, when he went to a new school. 
He was making new friends and felt awkward 
because he was young. It reminded him of 
any boy going into a new high school. The 
boy was well; nothing was wrong. He felt 
“awkward and happy,” judging by his stance 
and the look on his face. Russell smiles in 
thinking about the boy, laughing at the atti- 
tude represented. The attitude was one that 
“all worked out well.” He felt that the boy 
is an average person and that he has ob- 
served the same attitudes in others. The boy 
needed someone to talk to and to be put at 
ease. The boy is dressed in a well-worn 
sweater, shirt and pants. 

The Rorschach gives a picture of a man who 
has too little energy available for the defenses, 
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particularly when faced with his markedly 
vivid fantasy. He appears to distort the per- 
ception of his own instinctual strivings. Too 
little affect is invested in reality and he appears 
to be driven to overgeneralization. Reality 
testing was insufficient to properly assess his 
environment. His adjustment in the environ- 
ment appears to be quite arbitrary and primar- 
ily maintained by his art work. The environ- 
ment is perceived as quite aggressive and per- 
iodically he might be expected to act out unless 
his artistic sublimation is sufficient. The record 
further reveals anxiety over bodily harm, par- 
ticularly possible harm from a powerful mother 
figure. He has sexual doubts. In general the 
picture seemed to be that of a schizoid in- 
dividual maintaining a rather rigid control over 
his behavior by means of his fantasy and 
artistic endeavors. 


INTERPRETATION 


The interpretation of figure 1 makes note 
of the stressing of the rounded, disembodied 
stomach area of the figure in the upper right 
hand corner, suggesting sexual fantasies dis- 
placed upward and particularly dealing with 
pregnancy. He also reveals distortions of af- 
fective expression between the placid, effemin- 
ate head (lower right) and the morose figure 
(top right). He gave no explanation for the 
nudity of both the doctor figure and the morose 
figure. Interpreting clothes as a social veneer 
would make possible the inference that Russell 
feels defenseless and unguarded in his inter- 
personal relations. Nudity is noted by Levy 
(3) as suggesting the patient “ .. . may be 
consciously aware of sexual conflicts.” 

The House-Tree-Person test points out the 
death of the mother (the description of the 
tree), the remarriage of the father (the boy 
15 years of age and the tree at the house where 
he lived in 1939). A further trauma is speci- 
fied when he says the tree is 20 years of age. 
He was 20 when sent out to pick up the head- 
less casualty in 1944. An important bit of in- 
formation is also to be gained by his descrip- 
tion of the tree, in which it is the Jeft side 
which needs to be removed. In all four of the 
known incidents he has cut himself on the /eft 
side; the two scars on his right cheek are un- 
explained. 
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Further inferences may be made from the 
drawings. The stance of the boy is inactive, 
hands in pockets, and suggests a state of watch- 
ful waiting. Probably his orientation to reality 
is likewise relatively passive and inactive. The 
instability of his position is noted in figure 
1. He rests in an obviously precarious posi- 
tion with respect to treatment (that is, if we, 
represented by the hand holding the missing 
piece to the brain, cure him, the alcohol and 
razor cease to*support the morose figure). 
Likewise, if we remove the unstable base from 
under Uncle Sam, Russell would no longer be 
sustained financially. Russell’s discharge so re- 
moved his dependent relation to Uncle Sam. 

Other drawings were made spontaneously 
during Russell’s hospitalization. Frequently, he 
drew morose looking, elderly, female heads. He 
spent several days sketching a page of figures. 
These figures were most interesting in reveal- 
ing his ambivalence in identifying sexual roles. 
Wrestlers were drawn in action. Their heads 
were effeminate in appearance although the 
bodies were of well developed and muscular 
men. On the same sheet he drew ballet dancers 
with the same heads he had drawn on the 
wrestlers. The heads were, in effect, too mascu- 
line (short hair dressed in masculine fashion) 
for the ballet dancers but too feminine for 
the wrestlers (the features were delicate ard 
regular). We were unable to gain possession 
of these drawings because Russell apparently 
sensed he was revealing himself. He refused 
to continue with his drawing or painting when 
we expressed too much interest in his art. 


DIscuUssION 


Fenichel writes (2, p. 401) that ‘what is 
often striven for in suicidal attempts is not 
“destruction of the ego” but some libidinous 
aims which through displacement have become 
connected with ideas that objectively bring 
self destruction, although they have not been 
intended as such.” Russell appears to be a 
lad who stresses injury to his left side in a 
differen: way than to the right side. Four 
times the cuts have been on the left wrist or 
arm, while twice (one known and one un- 
known) cuts were inflicted on the right cheek. 
Two levels of pathology are therefore sug- 
gested. One, the level of left-sided pathology, 
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seems more prominent than the second, the 
right-sided pathology. 

Clinically we know that Russell was able to 
maintain a fairly good adjustment until after 
he learned of the circumstances surrounding 
his mother’s death. He had a problem of ad- 
justment to his step-mother, relating much 
more to his sister than to his step-mother, but 
apparently he handled the stress well for 2 
years until he entered service. Even in war 
time service he handled the stress relatively 
well, including the trauma of having to pick 
up the headless casualty. He left service after 
the war, did not adjust well to working and 
after 6 months entered art school. This lasted 
something over a year. Then came the an- 
nouncement from his uncle as to his mother’s 
death. He rationalized his reason for re-enter- 
ing the Navy but did so shortly thereafter, 
saying he wasn’t getting along too well with 
his step-mother anyway. At this point the 
pathology began to be manifest. 

Why select the left side on which to inflict 
cuts? Fenichel (2, p. 224) writes that “. . . the 
left side of the body is in general more ac- 
cessible to unconscious influences than the 
right, because right-handed persons have less 
conscious interest in it. In addition the sym- 
bolic significance of right and left must be 
taken into account, right meaning correct and 
left meaning wrong, sometimes, especially, 
right meaning heterosexual and left meaning 
homosexual.” Russell’s complaint that corps- 
man work is unmanly and that the bunks were 
too close in the barracks does suggest a con- 
cern over his sexual orientation. The random 
drawings (the ballet dancers and wrestlers) 
confirm an ambivalence toward identification 
of the sexual roles. Even more deeply un- 
conscious is the equation of mother and cutting 
wrists. His identification of the left side of the 
tree as feminine, and as dead because uncared 
for suggests that he identifies his left side as 
symbolically feminine. He used alternatives in 
describing the two sides of the tree, “good and 
evil,” “health and death,” and noted that the 
“left side needed removing.” 

What about the two cuts inflicted on his 
right cheek? The Rorschach suggested that 
Russell was at least a schizoid individual with 
poor reality testing. Fenichel, in discussing 
schizophrenia (2, p. 434) notes that “the 
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homosexual conflict may mark an intermediary 
step in the process of regression to narcissism 
...” Quite possibly, then, we may be seeing 
a lad who, following a precipitating trauma at 
21 (information about mother’s death), re- 
gresses with resulting preoccupation on earlier 
areas of conflict (his “unmanly’” rate, father’s 
remarriage, and mother’s death) with homo- 
sexual anxieties aroused which had previously 
been reasonably well handled. His ungratified 
narcissistic needs appear to be objectified by 
cutting his right cheek. 

But, what about the right hands in figure 
1? The right hand in the lower right corner 
was said by the patient to be the hand of th 
doctor. Therefore, we need only to note that 
the doctor in naval service is male. The right 
hand being cut with the razor appears to imply 
that upon being hospitalized, he faced the 
danger of being confronted with his problems. 
We noted that he stopped drawing for a period 
following our obvious interest in his pictures. 
Might we not then infer that he was more 
seriously concerned with destruction of the 
ego, rather than the destruction of some dis- 
placed libidinous aim (namely, the passive- 
effeminate, homosexual side). 

The question can be raised as to the value 
of the drawings. The Rorschach gives a pic- 
ture of the dynamics. Clinically, as previously 
noted, he denied anything was wrong with 
him and even felt there was no need for him 
to be in the hospital. The drawings appear 
to clarify the sequence of trauma, the area of 
conflict, and the means he might be expected 
to take in controlling his anxiety. The prog- 
nosis is particularly pointed in that the pre- 
dominance of evidence suggests that suicidal 
gestures are aimed at destruction of a symbolic- 
ally determined part as different from total 
destruction of the ego. His disposition was 
effected with the knowledge that he would be 
freer in civilian life than in the military and 
consequently less likely to be faced with an 
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inescapable confrontation with his problems. 
We recognized that under the influence of 
alcohol he might well cut himself again but 
felt that first, it would not be serious, and 
secondly, that with the freedom of movement 
in civilian life he would not be faced with 
the tensions which provoked the gestures, that 
is, the forced, intimate, relationships with men. 
The follow-up report 1 year later confirms a 
lessening of the pathological fantasy (as re- 
vealed in his drawings). The pictures also 
demonstrate that unstructured, projective tech- 
niques may often add material to standard 
clinical procedures. 


CONCLUSION 


The artistic representations made by this 
patient are revealing in delimiting the three 
major crises of his development, in demonstrat- 
ing the ambivalent attitudes in identifying 
sexual roles and in demonstrating his approach 
to the environment. Although he was not 
clinically schizophrenic the drawings revealed 
how close he was to a psychotic break and to 
self-inflicted bodily harm based on symbolic 
representation. The emphasis on left-sided 
self-inflicted injuries suggests that he was not 
attempting self-destruction but was trying to 
remove that part of himself which he felt to 
be wrong, that is, the homo-sexual, passive, 
effeminate side of himself. 
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Books received are acknowledged and given a brief description in this section. Selections serving a variety of 
interests will be made from these for a more extensive review, as far as space will allow. 





BOOK NOTES 


Michaels, Joseph J., M.D., DisoRDERS OF 
CHARACTER: PERSISTENT ENURESIS, JUVE- 
NILE DELINQUENCY, AND PSYCHOPATHIC 
PERSONALITY. [Springfield, Illinois: Charles 
C. Thomas, 1955. Pp. xi + 148. Price 
$4.75.] 


The author’s thesis, simply put, is that there 
may be a psychosomatic disposition or pre- 
disposition specific to the delinquent type of 
personality having a history of persistent 
enuresis. ‘‘All the work stemmed originally 
from a clinical interest spurred on by a clinical 
hunch that there was an intimate association 
between persistent enuresis and personality 
mal-integration.” For eighteen years and in 
many papers the author has pursued this 
hunch. This volume attempts to synthesize the 
individual reports as well as add to them. In 
the course of time and training, the emphasis 
has shifted in the author’s work from the psy- 
cho-biological to the psychoanalytical. 

With this expanding frame of reference, the 
significantly high incidence of enuresis among 
delinquents led to the view that the impulse 
character type betrayed its inadequate pattern 
of control at all levels of personality integra- 
tion—biological, neurological, psychological, 
as well as sociological. Persistent enuresis is 
seen as a kind of paradigm of behavior, mani- 
fested early and persisting late, that shows this 
lack of control due to deficiency in inhibition. 
The triad of maleness, enuresis, and psy- 
chopathy seems to the author to imply con- 
stitutional (or hereditary) as well as psycho- 
social factors. Transient enuresis does not have 
these implications. “The structure of the 
personality of persistent enuretics is immature, 
relatively primitive, and undifferentiated in a 
psycho-biologic sense. Impulsiveness and lack 
of control places these disturbances in behavior 
as a character disorder.” Analytically, the ego 
is weak; super-ego formation is impaired; the 





oedipal complex is not developed to the degree 
seen in the neuroses (pre-oedipal). 

To recapitulate some of the author’s data, 
we would like to note that among some 220 
girls and 255 boys enuresis appeared in 23.4% 
of the girls and 24.7 % of the boys (children in a 
summer camp). Persistent enuresis (beyond 
the age of ten) appeared in 10% of the enuretic 
girls, and in 20.7% of the boys. Among psycho- 
pathic personalities and behavior disorders, 
about 35.7 % showed persistent enuresis among 
the males. There was no question but that as 
a group, the psychopathic and children with 
behavior problems showed a much higher 
percentage of persistent enuresis related as 
well to many other mal-adjustments. Taken in 
isolation, no single trait, normal or abnormal, 
appears to have a real significance statistically 
or otherwise. 

This reviewer is in no case convinced that 
persistent enuresis can be used as a pathog- 
nomic sign of psychopathy or character dis- 
order. Nonetheless, the monograph is an inter- 
esting work, worthy of study and discussion. 
Methodologically, it raises many questions 
which this reviewer is certainly far from com- 
petent to answer. 

JosEPH ZINKIN 


Fenichel, Otto. THE COLLECTED PAPERS: 
SECOND SERIES. [New York: W. W. Norton 
and Co., 1954. Pp. viii-374. Price $6.50.] 


The first volume of the late Dr. Fenichel’s 
collected papers was published in 1953. This 
volume covering his work for the years 1936 
to 1946 concludes the series, and taken to- 
gether with the first volume presents in perma- 
nent form the author’s more significant con- 
tributions to psychoanalysis. It is to be noted 
that some papers are here translated for the 
first time from the German. There are 27 papers 
presented here. 
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Fenichel remained up to his death percep- 
tive, wide-ranging, and eternally interested in 
his field in the broadest sense. He had a com- 
manding knowledge of past and contemporary 
work and a clear expository style. The topics 
of the papers range from discussions of the 
theory of therapeutic results of analysis, early 
stages of ego weakness, economics of pseu- 
dologis phantastica, dream analysis, study 
of defense mechanisms, psychopathology of 
coughing, anorexia, neurotic acting out,—to re- 
marks on common phobias. Each paper brings 
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some phase of the subject to light which may 
have been either overlooked or neglected by 
others. His was not an orginal, but a deeply 
analytic and organizing mind. Honest, sincere, 
and thoroughly workmanlike, his writings have 
been a great source of enlightment to his suc- 
cessors, young and old. His works as a body 
remain sources of reference not to be neglected 
by psychiatrists or psychoanalysts except at 
their peril. These two volumes are a modest 
memorial to a fine man. 
JosEPH ZINKIN 


BOOK REVIEWS 





Eissler, Ruth S., Freud, Anna, Hartmann, 
Heinz, and Kris, Ernst, Editors. THE Psycuo- 
ANALYTIC STUDY OF THE CHILD. VOLUME IX. 
[New York: International Universities Press 
1954. Pp. 360. Price $7.50.| 


This volume is the latest of the by now very 
familiar and more than useful series which 
needs no more introduction than the weekly 
American Medical Journal. Fourteen papers 
and fifty pages of participants’ discussions in a 
symposium on problems of infantile neurosis is 
presented in this work. Anna Freud leads off 
with a paper on “Psychoanalysis and Educa- 
tion” which is an abstract of her Freud 
Memorial lecture given in 1954. As always, her 
work is full of meat. We are beginning to see a 
re-valuation of some of the excessive and 
extreme practices in child training and edu- 
cation (which have prevailed in analytic as 
well as lay circles) resulting from Freud’s work 
as it has affected this area in the past twenty- 
five years. We read, ““The disappointments and 
frustrations which are inseparable from the 
mother-child relationship are emphasized,” 
and “To put the blame for infantile neurosis on 
the mother’s shortcomings in the oral phase is 
no more than a facile and misleading generali- 
zation’’. This brings a welcome breath of fresh 
clean air into a very suffy and agitated room. 
Things are not so simple as of yore. She states, 
“No conclusions can be drawn concerning the 
prevention of neurosis. There is no belief on 
the author’s part that even the most revo- 
lutionary changes in infant care can do away 
with the tendency to ambivalence or with the 


division of the human personality into and id 
and an ego with conflicting aims.’ According 
to her views, ““The emergence of neurotic con- 
flicts has to be regarded as the price paid for 
the complexity of the human personality.” 
This sober estimate may bring some balance 
and caution into those circles advocating the 
millenium if only we will be permissive and 
permit exaggerated degrees of acting out. 
Discipline and defenses are still the order of 
the day if a human being is to be fit to live in 
social organizations. 

There is a valuable, though difficult, paper 
by Edith Jacobson on “The Self and the 
Object World” which repays careful study. 
This paper brings forward some of the latest 
theoretical work on the ego. The author notes 
that personality continues to grow and undergo 
radical changes (from the super-ego aspects) 
throughout the whole course of life—a concept 
which merits serious contemplation by thera- 
pists as well as theoreticians. The wind is 
blowing away from the pessimists in this 
science. Other papers of varying interest and 
value are by Paul Kramer, Bela Mittelmann, 
Selma Fraiberg, Olive Stevenson (on the first 
treasured possession of the child—a paper of 
great interest, and thoroughly enlightening), 
Augusta Bonnard, Otto E. Sperling, Ilse Hell- 
man, E. and R. Plank, Edith Buxbaum, etc. 

The volume maintains a fairly high level of 
usefulness, and should be carefully read. For 
the ninth time, this reviewer notes, “‘No index.” 
The usefulness of the series is considerably 
handicapped by this lack. 

JosEPH ZINKIN 
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March, Hans, LEBENSSCHICKSALE IN PSyYCHI- 
ATRISCHEN GUTACHTEN. [Stuttgart: Ferdi- 
nand Enke. Pp. 353. 1954. D.M. 19.50.] 


The author gives, in his first few chapters, 
basic thoughts on professional ethics and an 
idea of what the average physician is dealing 
with when a patient comes to him with little or 
no organic findings. He claims that a good 
number of physicians still adhere to the fre- 
quently used expression of “psychopathy”, 
‘“neurasthenia”’, or telling the patient “‘it’s all 
in your nerves”. He feels the use of such a 
statement only increases the problem facing 
the patient and we are not giving him any 
help at all. Dr. March stresses that through 
analysis and recent research in psychosomatic 
medicine we have found that in frequent cases 
organic symptoms are exhibited by a patient 
who is suffering primarily from an emotional 
problem. The author feels it should be obliga- 
tory for a medical student and young physician 
to familiarize himself with recent progress in 
psychiatry and psychodynamics. Such knowl- 
edge could prevent, to some extent, the prob- 
lem that arises when a neurotic patient goes 
from one physician to another, never receiving 
complete satisfaction, which, of course, leads 
to unwarranted spending of money, the feeling 
of frustration of the part of the patient and no 
solution to his problem. Consultation with a 
psychiatrist in the beginning may possibly 
have avoided the entire situation, since the 
root of the problem could probably have been 
exposed in a few interviews. 

In the second chapter of his book, March 
gives us ten case histories evidently selected 
from an apparent large amount of psychiatric 
testimony. In all of these ten cases, we find a 
criminal offense as the basic reason for presen- 
tation, such as theft of books, sex offense, 
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pathologic intoxication and assault and bat- 
tery. The author, in all cases, was called in to 
evaluate the subject and to give an opinion as 
to mental competence and in so proceeding had 
obtained on each case a long biographical 
anamnesis which frequently gave insight into 
deeper emotional problems culminating in the 
criminal offense. 

Along his analytic approach he recommends 
it as essential for any physician, before giving 
an opinion, to obtain a complete biographical 
anamnesis with as many important details as 
possible in order to better understand the deep 
dynamics of his patient. 

The third chapter is devoted to some con- 
troversial testimonies. In these cases he gives 
extensive verbatim material quoted from state- 
ments or letters of various physicians or 
lawyers and it is quite interesting to see how 
poorly defined, ambiguous statements may 
later cause severe problems. He, therefore, 
recommends to any physician engaged in 
forensic medicine to be exceedingly careful in 
preparing his testimony. One of the cases is of 
specific historic interest as it concerns a patient 
who, according to the eugenic laws of the 
Nazi regime, should have been subject to 
sterilization. 

The author closes with the exhortation that 
this book should be read not only out of 
curiosity for cases but with deep sympathy for 
the problems and feelings of the patients. The 
book presents an excellent contribution to 
literature and should be of great interest to 
any physician who has a fair command of the 
German language, regardless of his specialty, 
since it deals not only with emotional problems 
but also sheds a light on the emotional prob- 
lems in a disintegrated sociological structure 
such as post war Germany. 

W. T. KoeEnic 
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GRADUATE TRAINING IN NEUROLOGY 
AT UNIVERSITY OF PENNSYLVANIA 


A graduate medical training grant has been 
awarded to the Graduate School of Medicine 
for a two year period by the National Institute 
of Neurological Diseases and Blindness to 
initiate a unique program of training teachers 
and investigators in the field of Neurology. Dr. 
Julius H. Comroe, Jr., Professor of Physiology 
and Pharmacology, will be the program 
director. 

The new course, to begin in the fall of 1955, 
will be the first of its kind in this country. It 
will be designed for neurologists who have 
decided to enter or continue a full-time aca- 
demic career in teaching and research in these 
specialties. Prospective candidates must either 
be certified by the American Board of Neu- 
rology or must have all or most of the require- 
ments for Board certification. Preference will 
be given to men who have been selected by 
their own medical school faculties for advanced 
training with the understanding that after the 
academic year at the Graduate School of 
Medicine, they will return to their own depart- 
ments to do full time teaching and investiga- 
tive work as a career. Probably not more than 
five neurologists will be accepted during the 
first year. It is hoped that the majority of these 
will be able to obtain some Fellowship support 
during the training period. The program will 
begin in late September 1955 and end in late 
May, 1956. 

The program will have three aims: 

1. To improve teaching ability. 

2. To provide a good scientific background 

for medical research. 

3. To provide advanced training in neu- 

rology and the neurological sciences. 

1. Instruction in the art and technique of 
teaching. This will be accomplished largely by 
practical work. Initially, the group technique 
will be utilized in which each member of a 
smalli group is in turn the lecturer while the re- 
mainder of the group serves as a critical 
audience. Each lecture will be recorded so that 
the lecturer will have the benefit of both the 


audience reaction and the playback (see J. 
Medical Education 29: 39, 1954). Recordings 
will be kept and compared with later per- 
formances in order to gauge progress. Later, 
the ‘“‘students” will be given active teaching 
responsibilities, under supervision. Since teach- 
ing involves more than lecturing to large 
groups, there will also be considerable practice 
in conference, seminar and ward round types 
of teaching. No attempt will be made to 
achieve uniformity in teaching; the emphasis 
will be upon improvement in those teaching 
techniques best suited to the personal at- 
tributes of each physician. In addition, atten- 
tion will be paid to the use of visual aids, the 
proper design of examinations and appropriate 
faculty-student relationships. Special seminars 
on medical writing and library utilization will 
be given. The men will also be given broad 
training in the basic medical sciences of physi- 
ology, pharmacology, biochemistry, anatomy, 
pathology and microbiology, with particular 
emphasis on their relation to clinical problems. 

2. The training program designed to provide a 
good scientific background for medical research. 
The Faculty realizes full well that it cannot 
create investigators by didactic courses. How- 
ever, it believes that it can provide an oppor- 
tunity for advanced learning that would be 
very difficult to obtain through existing means. 
Among the new courses to be created especially 
for this group are: 

a. Mathematics for physicians engaged in 

medical research. 

b. Statistics and the design of experiments. 

c. Recent advances in electronics, chemistry 

and physics. 

d. Techniques and methods of investigation 

and their critical analysis. 

e. Seminars on critical evaluation of medi- 

cal literature. 

f. Philosophy of research. 

These courses will be given by outstanding 
teachers, clinicians, scientists, editors and edu- 
cators, many of whom will be from universities 
outside of the Philadelphia area. 

3. Training in clinical neurology and the 
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neurological sciences. It is anticipated that 
“students” in this course will already be well 
qualified clinically and this advanced group will 
not be expected to take the regular courses in 
neurology and allied subjects given in the Gradu- 
ule School of Medicine for the training of clinical 
eurologists (though these will of course be avail- 
able as elective courses). There will be advanced 
seminars, assigned teaching in neurology and 
opportunity for investigative work. The course 
work, coupled with research, will be acceptable 
‘:s credit toward the degree of Doctor of 
Science (Med.). 

Since many of the trainees eventually may 
}ecome. departmental chairmen, special semi- 
nars will also be given on medical administra- 
tion (including budgeting, personnel selection, 
hospital administration and voluntary health 
plans). 

Address inquiries to: 

J. H. Comrog, Jr.,-M.D. 
Graduate School of Medicine 
University of Pennsylvania 
Philadelphia 4, Pennsylvania 

Candidates requiring Fellowship support are 
urged to write for information as soon as 
possible. 


MENTAL HEALTH CAREER GRANTS 


The National Institute of Mental Health 
announces the award for 1955 of five Mental 
Health Career Investigator Grants. The 
awards, totaling $266,239, were recommended 
by the National Advisory Mental Health 
Council at its March 1955 meeting. The pur- 
pose of the career investigator program, which 
was initiated in 1954, is to assist in opening up 
research careers to qualified young psychia- 
trists and scientists in related disciplines, by 
enabling them to spend 3 to 5 years in full- 
time research. The following list identifies the 
grant recipients and their affiliations, the 
project titles and duration of support: 

Board, Francis, M.D. Michael Reese Hos- 

pital. 

Psychosomatic studies of adaptation to 
life stress. 

Three years. 


Fineman, Abraham, M.D. Judge Baker 
Guidance Center. 

Emotional disorders of childhood. 

Three years. 
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Levinson, Daniel J., Ph.D. Harvard Uni- 
versity Medical School. 
Sociopsychological study of hospitalized 
mentally ill. 
Five years. 


Rowland, Vernon, M.D. Western Reserve 
University School of Medicine. 
Neurophysiology of consciousness and 
affective states. 
Five. years. 


Titchener, James L., M.D. University of 
Cincinnati College of Medicine. 
Emotional phenomena in cancer patients. 
Three years. 


MENTAL HEALTH RESEARCH GRANTS 
TWENTY NEW RESEARCH GRANTS 


have been awarded by the National Institute 
of Mental Health upon recommendation of the 
National Advisory Mental Health Council at 
its March 1955 meeting. The total amount 
awarded in new grants was $282,724. 

The Advisory Council at its March meeting 
also approved the continuation of forty-one 
research grants, amounting to $571,366. The 
favorable recommendation of the Advisory 
Council qualifies these grants for continued 
support by the National Institute of Mental 
Health. 


RESIDENT PATIENTS IN MENTAL 
HYGIENE INSTITUTIONS IN NEW 
YORK STATE INCREASE BY 3,077 
DURING YEAR — POPULATION 
REACHES ALL-TIME HIGH OF 116,513 


The number of resident patients in the insti- 
tutions of the Department of Mental Hygiene 
increased by 3,077 during the fiscal year ended 
March 31, 1955, acting Commissioner Arthur 
W. Pense, M.D. announced today. This brings 
the total to a new high of 116,513. 

There are many factors which determine 
these figures, Dr. Pense explained, including 
the number of admissions, the number of 
direct discharges, the number of patients placed 
on convalescent care, the number returned 
from convalescent care, and the number of 
deaths. The increase is primarily due, however, 
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to the continued high rate of admissions, 
which this year reached the near record total 
of 23,858. (Last year’s total of 23,960 admis- 
sions was the highest in the 112-year history of 
the state hospital system.) 

The major portion of the increase, 2,428, 
was in the hospitals for the mentally ill, the 
Commissioner said. Patients in the state 
schools for the mentally retarded increased by 
631 and in Craig Colony for epileptics, by 18. 
Resident population for hospitals at the close 
of the year was 93,379, for schools 20,899, and 
for Craig Colony 2,245. 

“The amount of the increase adheres very 
closely to the projected trend on which the 
department based its future requirements last 
year,” Dr. Pense pointed out, “when the 
voters were asked to approve the $350,000,000 
bond issue for mental hospital construction. At 
that time statistics for the preceding five years 
indicated that annual increases of 3,000 resi- 
dent patients could be expected.” 


Dr. Jesse F. Casey, leading Veterans Ad- 
ministration psychiatrist, has been appointed 
head of the Psychiatry and Neurology Service 


of VA’s Department of Medicine and Surgery, 
effective June 15, 1955. 

Dr. Casey succeeds Dr. Harvey J. Tomp- 
kins, Director of the Service for the past seven 
years, who is resigning to become Director of 
the New Reiss Mental Health Pavilion of St. 
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Vincent’s Hospital in New York City. In his 
new post Dr. Tompkins also will serve under 
the Right Rev. Monsignor James J. Lynch, 
Secretary of Catholic Charities, as a consultant 
in psychiatry and coordinator of psychiatric 
activities for the archdiocese of New York. 


Dr. Bernard C. Glueck, Jr., of Ossining, 
N. Y., Director of Scientific Research (Sex 
Aberrations) at the New York Psychiatric 
Institute, who has, since 1952, been director of 
the sex delinquency research project at Sing 
Sing Prison, will leave state service July 31, 
according to Dr. Arthur W. Pense, Acting 
Commissioner of Mental Hygiene. 

Dr. Glueck, who is also attending psychia- 
trist at Ossining General Hospital, instructor 
in psychiatry at Columbia University, and 
associate psychoanalyst at Columbia Uni- 
versity Psychoanalytic Clinic, will sever his 
present affiliations to become an Associate 
Professor in the Department of Psychiatry at 
the University of Minnesota Medical School. 

His primary responsibilities will be research 
and teaching activities in that department. 

The results of Dr. Glueck’s research in sex 
delinquency will be released, according to the 
commissioner, sometime later this year. The 
project has been conducted over the past six 
years by the Department of Mental Hygiene in 
cooperation with the Department of Cor- 
rection. 








